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The Fenestration Operation for Otosclerosis 


Analysis of One Hundred Cases 


J. Brown Farrtor, M.D. 
TAMPA 


The deafness in otosclerosis is produced by a 
new growth of bone which fixes the foot plate of 
the stapes, closes the oval window and prevents 
the entrance of sound into the inner ear. Early 
in the course of this affliction, the inner ear re- 
tains normal or nearly normal function. If such 
an inner ear is opened, hearing is restored. This 
fact has been known for fifty years.’ Only, how- 
ever, with the advent and perfection of the one 
stage Lempert fenestra nov-ovalis technic’ was 
the fenestration operation made practical and the 
hearing gain maintained in the overwhelming 
percentage of cases. 

In the beginning, the fenestration operation 
was heralded, not with enthusiasm, but with 
scorn and ridicule. In the past eleven years, it 
has been subjected to the severest analytic scru- 
tiny of the most conservative otologists. The fen- 
estration operation is now an accepted surgical 
procedure and has been hailed as one of the 
greatest advances in all of modern surgery. 

As members of the medical profession, 
will be interested in the general technic of the 
fenestration operation, the reasons for its suc- 
cess, the type of patient in which the operation is 
indicated, and the results which may be expected. 


you 


TECHNIC 

The fenestration operation — is 
through an endaural incision which permits direct 
access to the mastoid. A partial mastoidectomy is 
done to expose the external surface of the hori- 
zontal semicircular canal. The bony wall of the 
posterior and superior portion of the external audi- 
tory canal is removed to permit the skin of the 
same area to be utilized as a flap which will later 
cover the fenestra. The incus and the head of the 
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malleus are removed to gain access to the broader, 
domelike ampullated end of the horizontal canal 
(fig. 1) immediately superior to the oval window. 
The cutaneous lining of the superior and anterior 
portion of the auditory canal, continuous with the 
upper portion of the tympanic membrane, is then 
turned as a ‘tympanomeatal flap (fig. 2). The 
flap is so manipulated that the thinnest possible 
skin of the anterosuperior wall covers the new 
fenestra. The flap is held in position by the gentle 
pressure of a rayon-lined synthetic sponge dress- 
ing. 

In the performance of the fenestration opera- 
tion, there are many critical factors upon which 
rest the success or failure of the operation. First 
in importance is the removal of all osteogenic 
elements. All osteogenic periosteal bone should be 
removed from the ampulla of the horizontal semi- 
circular canal so that the fenestra is surrounded 
only by the relatively nonosteogenic enchondral 
bone. The fenestra must be made on the flattened 
dome of the ampulla, for, if the window is in the 
bottom of a trough, the margins will fill with scar 
tissue, an ideal medium for the ingrowth of osteo- 
blasts. All osteogenic bone spicules and endosteum 
must be removed from the fenestra. The endosteal 
margins of the fenestra must not be traumatized 
or elevated; for, as Shambaugh™ noted, this 
change will also stimulate scar formation, the 
ideal bed for osteoblasts. The under surface of the 
flap must be thoroughly debrided and all micro- 
scopic bone spicules removed, for only the small- 
est bone spicule placed over the fenestra will 
serve as an osteogenic focus which will soon 
occlude the fenestra. 

In the use of the surgical burr, both in the 
preparation of the cavity and the making of the 
fenestra, the cavity is continuously seeded with 
osteogenic bone dust. Shambaugh*”’““ pointed out 
the value of continuous irrigation in the removal 
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Fig. 1—The Fenestra: Demonstrates the new oval 
window situated well forward in the broad ampullated 
end of the horizontal semicircular canal and surrounded 
by ‘a wide area of relatively nonosteogenic enchondral 
bone. The inset demonstrates the complete removal of all 


of this bone dust. In addition, it has recently been 
my practice never to expose the under surface of 
the flap to this osteogenic bone dust, but to keep 
the flap continuously protected with a layer of 
rayon, which will trap all osteogenic seeds of bone 
dust; only when the fenestra is completed is this 
protective rayon pledget removed, to permit the 
virginal under surface of the flap to be placed 
over the fenestra. Day’ observed that minimal 
trauma to the flap will result in minimal post- 
operative labyrinthine reaction. Shambaugh™ con- 
cluded that the thinnest, most ideal covering for 
the fenestra is to be found in the skin of the 
anterosuperior portion of the external auditory 
canal. It is these minutiae of technic which make 
the fenestration operation surgically fascinating 
and result in the maintained success for the 
Lempert fenestra nov-ovalis operation. 

The technic briefly described is the classical 
fenestration procedure, which has proved suc- 
cessful in hundreds and hundreds of cases in the 


osteogenic bone spicules and endosteum and the resultant 
smooth margins of the fenestra; the membranous laby- 
rinth is visualized. All microscopic bone spicules have 
been removed from the under surface of the flap. 


hands of competent surgeons. The cartilage stop- 
ple,** once heralded as the final solution to the 
problems of closure of the fistula and the preven- 
tion of postoperative labyrinthine reaction, has 
been discarded as a failure. There are other refine- 
ments in technic now under investigation; some of 
these will no doubt be definite contributions to fen- 
estration surgery. None of them, however, have 
had the proved success of the classical technic de- 
scribed here. 
THE SELECTION OF PATIENTS 

The fenestration operation is indicated in 
moderate degrees of otosclerosis with good or 
fairly good inner ear function. It is not indicated 
in severe otosclerosis with poor inner ear func- 
tion. The air conduction audiogram determines 
the degree of deafness; to date, the most practical 
method of evaluating inner ear function is by 
bone conduction, as determined both with the 
audiometer and with the tuning forks. 

Arbitrarily, the deafness in otosclerosis may 
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be classified as early, moderate, moderately se- 
vere and severe. In early otosclerosis, the hearing 
for the speech frequencies of 512 (C2), 1024 
(C3) and 2048 (C4) remains at or above the 
30 decibel level; in cases of this type, the audi- 
tory handicap has not yet progressed to the level 
of deafness, and the patient does not need a fen- 
estration operation. In moderate otosclerosis, the 
patient presents a flat or ascending air conduction 
audiogram, with the hearing for the speech fre- 
quencies below the 30 decibel level; the bone con- 
duction is within the limits of normal with the audi- 
ometer and with the tuning forks. Such a patient 
is an ideal candidate for the fenestration opera- 
tion (fig. 3). In moderately severe otosclerosis, in 
the air conduction audiogram the line slopes 
gently downward; in the bone conduction audio- 
gram it is sloping, crossing not below the 30 
decibel level at the frequency of 2048; bone con- 
duction is normal with the 1024 tuning fork and 
shortened with the 2048 tuning fork. Patients 
with this type of impaired hearing are fair can- 
didates for the fenestration operation. In severe 
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otosclerosis, the line of the air conduction audio- 
gram slopes sharply downward; audiometrically 
the bone conduction is below the 30 decibel level 
for one or more of the speech frequencies; with 
the 1024 fork the bone conduction is shortened, 
with the 2048 fork the bone conduction is 
markedly shortened or absent. Patients with deaf- 
ness of this type are more wisely advised to 
utilize a hearing aid. 

In all auditory testing, the greatest reliance is 
placed in the tuning forks.“*" The audiogram may 
be erroneous, but calibrated tuning forks are 
not deceiving. I prefer the magnesium tuning 
jork, as advocated by Meltzer, for the prolonged 
duration of vibration reduces the margin of error. 
My own tuning forks are calibrated in the fixed 
conditions of my own soundproofed room. Under 
these fixed conditions, my 512 fork is normally 
heard one hundred twenty seconds by air conduc- 
tion and sixty seconds by bone conduction (120 
AC/60 BC), the 1024 fork is normally heard 
ninety seconds by air conduction and forty-five 
seconds by bone conduction (90 AC/45 BC), the 
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Fig. 2—The Flap: The thin tympanocutaneous flap covers the fistula and is directly continuous with the 
upper portion of the vibrating tympanic membrane. 
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Fig. 3.—The ideal candidate for the fenestration operation presents a flat or ascending air conduction 
audiogram with normal bone conduction. 


2048 fork is normally heard forty seconds by air 
conduction and twenty seconds by bone conduc- 
tion (40 AC/20 BC). In otosclerosis, the air con- 
duction is shortened and tue bone conduction is 
relatively prolonged. In evaluating the candidate 
for the fenestration operation, the most valuable 
single test is the 1024 tuning fork. If the bone 
conduction is normal or prolonged with the 1024 
tuning fork, the patient is probably a suitable 
candidate for the fenestration operation; if the 
bone conduction is appreciably shortened with the 
1024 tuning fork, the patient is probably not a 
suitable candidate for this operation. The com- 
plete preoperative study of a candidate for the 
fenestration operation requires approximately one 
hour, while in your office practice the single test 
with the 1024 fork may be accomplished within 
a few minutes. 

As will be described in the results, the pa- 
tient’s response to the audiometric and tuning 
fork test is always correlated with the patient’s 
ability to interpret low conversational voice and 
the whisper. When, in a quiet room, with the 
eyes closed, the patient is unable to understand 
low conversational voice at a distance of 3 feet, 


the auditory handicap has progressed to the level 
of deafness, and the fenestration operation should 
be considered. 
RESULTS 

HEARING IMPROVEMENT.—The purpose of the 
fenestration operation is to restore useful hear- 
ing. Technical perfection being constant, the pos- 
sibility of obtaining this goal is directly propor- 
tional to the degree of retained inner ear function 
(table 1). In this series, 85 patients with moder- 


TABLE 1.—IMMEDIATE RESULTS 


Bone Hearing Per Cent 
Conduction Restored Failures Rehabilitated 
85 good 81 4 95.3 
15 fair 10 5 66.6 


This table demonstrates that useful hearing may 
usually be expected from a fenestration operation when 
the patient has good bone conduction. 


ate and moderately severe otosclerosis had good 
bone conduction; 81, or 95.3 per cent, obtained 
useful hearing. There were 15 patients with mod- 
erately severe otosclerosis and with fair bone 
conduction; 10, or 66.6 per cent of these, received 
useful hearing. In the overall series of 100 good 
and fair candidates operated on by me at the 
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Ochsner Clinic in New Orleans, 91 per cent re- 
ceived useful hearing. 

The hearing restored by the fenestration 
operation is serviceable hearing, permitting the 
formerly deaf patient to conduct normal conver- 
sation, attend motion pictures and church with- 
out difficulty and without the use of a hearing 
aid; it is not perfect hearing. 

In this series, there were 85 patients re- 
ceiving good results with the hearing restored 
to at or above the 30 decibel level. Audiometri- 
cally (table 2}, the hearing of these patients for 
the speech frequencies was improved from an 
average preoperative level of 50.3 decibels to an 
average postoperative level of 19.4 decibels, an 
average gain of 30.9 decibels. In_ practical 


TABLE 2—HEARING IMPROVEMENT 


Average Average Average 
Number Preoperative Postoperative Hearing 
Cases Hearing Hearing Improvement 
85 good 
results 50.3 db 19.4 db 30.9 db 
6 fair 
results 50.6 db 33.8 db 16.8 db 


The hearing improvement is shown in decibels. The 
hearing for(low conversational voice was improved from 
a preoperative average maximum distance of 4.7 inches to 
a postoperative average distance of 200.4 inches for the 
85 patients obtaining good results and from a preoperative 
average of 2.6 inches to a postoperative average of 72 
inches for the 6 obtaining fair results. 


language, this improved their ability to under- 
stand low conversational voice from an average 
preoperative maximum distance of 4.7 inches to 
an average postoperative distance of 200.4 
inches, or 16.7 feet. 


In this series, there were in 6 cases fair results, 
which permitted the patients to discard the use 
of the hearing aid. Audiometrically (table 2), the 
hearing of these patients for the speech frequen- 
cies was improved from an average preoperative 
level of 50.6 decibels to an average postoperative 
level of 33.8 decibels, an average gain of 16.8 
decibels. In practical language, this improved 
their ability to understand low conversational 
voice from an average preoperative maximum 
distance of 2.6 inches to an average postopera- 
tive distance of 72 inches, or 6 feet. Supplement- 
ing this hearing with what they can see, these 
patients are able to conduct their normal affairs. 
Strangely enough, they are among the most 
grateful patients in the series. 
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CLOSURE OF THE FistuLaA.—By refinements 
in technic,””"*** the incidence of closure of the 
fistula has been reduced to a minimum (table 3). 


TABLE 3—CLOSURE OF FISTULA 


Postoperative Number Hearing 
Period of Cases Closures Maintained 

12 to 24mo. 37 2 95.6% 

6 to 12 mo. 42 3 92.9% 


This table demonstrates that when the technic is 
minutely accurate the restored hearing is usually main- 
tained. 


If the fistula is going to close, it will usually close 
in the first three to six months postoperatively. Of 
37 patients who regained useful hearing after 
having this operation from twelve to twenty-four 
months ago, 35, or 95.6 per cent, have maintained 
the hearing gain. Of 42 patients who were oper- 
ated on from six to twelve months ago, 39, or 92.9 
per cent, have maintained the hearing gain. 

Do not be deceived by these apparent good 
results. This series is as yet immature. In the final 
summation of results at the end of the two year 
postoperative period, there will undoubtedly be 
more closures. As a beginner in the field of fen- 
estration surgery, I have, however, been en- 
couraged by the high incidence of gratifying re- 
sults. With further refinements in the fenestration 
operation and with experience and improvement 
in my own technic, it is reasonable to assume that 
this incidence of bony closure will be further 
lowered. Certainly, closure of the fistula, the 
original pitfall of the fenestration operation, has 
been reduced to a point where the otologist can 
state, “The hearing restored by a properly per- 
formed fenestration operation is usually main- 
tained.” 

Tinnitus.—In 30 of 36 patients who com- 
plained of tinnitus, this condition was relieved or 
greatly improved. In 3 it remained unaltered, and 
in 3 it became worse. 

COMPLICATIONS AND SEQUELAE.—The fenes- 
tration operation is relatively free from serious 
risk. In this series, no suppurative labyrinthitis, no 
permanent facial paresis, no permanent facial 
paralysis, no intracranial complication, no anes- 
thetic complications and no deaths have occurred. 
There are some nuisance factors which are inci- 
dental to the operation. The greatest single 
nuisance factor is the annoying otorrhea. In 1 
case, the otorrhea persisted and required excision 
of the granulation tissue and lining of the cavity 
with a split thickness skin graft. In 2 additional 
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cases, the same plastic procedure on the cavity 
may be required. In 1 case in which the patient 
was dismissed too early, ‘ere developed stenosis 
of the external auditory canal, which required 
excision of the cicatrix and lining of the cavity 
with a split thickness skin graft. My present 
utilization of Hoople’s. modification of the 
Shambaugh incision greatly facilitates the post- 
operative healing of the fenestration cavities and 
prevents stenosis of the canal. 

Facial paralysis has been greatly overstressed 
as a possible sequela of the fenestration operation, 
for, during the course of this operation, the intra- 
tympanic course of the facial nerve is visualized 
and may be avoided. Because of the proximity 
of the fenestra to the nerve, a transient post- 
operative paralysis may occasionally develop, as 
occurred from the eighth to the twenty-first post- 
operative day in 1 case of this series. Although 
such a paralysis may be temporarily humiliating, it 
is of no permanent consequence because of its 
transient nature. 

The gravest sequela of the fenestration opera- 
tion is the psychologic depression in those cases 
in which the operation has been disappointing. 
There is no more grateful patient than one who 
has experienced the restoration of hearing, but no 
amount of preoperative or postoperative explana- 
tion can overcome the depression which follows a 
failure. It is for this reason that I will advise 
the fenestration operation only upon those pa- 
tients with good bone conduction and in whom 
there is every reason to expect a gratifying result. 


SUMMARY 

The technic of the fenestration operation is 
briefly described. The protection of the flap with 
a rayon strip is advocated during any bone work 
to prevent the seeding of the flap with osteogenic 
bone dust. 

The selection of patients for the fenestration 
operation is outlined. 

Of 85 patients with good bone conduction, 95.3 
per cent received useful hearing. Of 15 patients 
with fair bone conduction, 66.6 per cent received 
useful hearing. In the hearing of these patients ex- 
periencing good results there was an average gain 
of 30.9 decibels. 

In the cases in which twelve to twenty-four 
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months have elapsed postoperatively, 95.6 per 
cent of the patients who regained useful hearing 
have maintained the hearing gain. In the cases in 
which there has been a lapse of from six to twelve 
months since the operation, 92.9 per cent of those 
who regained useful hearing have maintained the 
hearing gain. 

In the 100 cases of this series in which the 
fenestration operation was performed, there were 
no serious complications and no deaths. 


CONCLUSIONS 
1. In properly selected patients, a properly 
performed fenestration operation is relatively free 
from serious risk. 
2. The operation is usually successful, and 
the hearing is usually maintained. 
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DISCUSSION 


DR. THOMAS M. EDWARDS, Tampa: I should like to 
congratulate Dr. Farrior on the clarity and simplicity 
of his paper. Both are unusual in this type of paper. 

As Dr. Farrior has mentioned, the fenestration opera- 
tion is becoming an acceptable surgical procedure after 
a rather stormy period of trial. I believe that the future 
success is dependent on two factors, the first of which 
is the proper selection of patients. The patients must be 
meticulously examined to determine if there is an 
adequate cochlear reserve. The skill and training of 
the surgeon is the second factor. One should not per- 
form the operation unless he has had adequate training 
and practice before attempting the procedure. It is not 
an operation to be undertaken casually. 

I should like to bring to your attention an article in 
the January Laryngoscope by Dr. W. R. Thurlow and 
others of St. Louis. As Dr. Farrior has mentioned, there 
is a group of patients in whom the operation cannot 
he considered a success audiometrically, but who appear 
to be completely happy with the results. This recent 
article by Dr. Thurlow and his associates may possibly 
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explain this phenomenon since their findings reveal that 
there is an increase of at least 5 decibels more for speech 
tests than for pure tone tests. 


DR. THOMAS M. IRWIN, Jacksonville: It has been my 
pleasure to see several of the patients Dr. Farrior has 
mentioned in his report. These patients were examined 
before going to New Orleans, and audiometric charts 
were made. Upon their return I have been able to 
follow their postoperative recovery and again check their 
hearing acuity under the same circumstances and with 
the same equipment. To date results have been most 
gratifying to the otologist, but especially so to the 
patient. 

There are two points in Dr. Farrior’s paper that are 
of particular interest to those doing surgery of the ear. 
The first is the fenestration operation which has been 
so adequately discussed by the essayist, and the second 
is the endaural approach with the employment of the 
modern technic of mastoid surgery developed by Lem- 
pert, Shambaugh, Meltzer and others. It is medically 
refreshing to see that progress is being made in surgery 
of the temporal bone. 

Stated briefly, some of the advantages of this method 
of approach are as follows: 

1. It offers the most direct avenue of attack on the 
external auditory canal, the mastoid antrum and cells, the 
semicircular canals and the cochlea, and also the petrous 
apex. 

2. Bleeding in the endaural incision is usually less than 
that in the postauricular and is readily controlled by 
electrocoagulation. 

3. Postoperative drainage is perfectly free and direct 
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with the wound left wide open, and retention of secre- 
tions cannot occur. 

4. After-care is simple, and dressings are not painful. 

5. There is no possibility of an unsightly postauricular 
scar nor of a persistent postauricular fistula. 

Endaural surgery is not for the untrained, incompetent, 
rough or careless operator. 

As a word of caution, this operation is not a “cure- 
all” for all types of deafness, and this fact should be 
carefully explained to patients who are deaf. If it is not 
limited to those who have a true otosclerosis, we can 
expect a larger number of failures and a lower percentage 
of those who obtain useful hearing. 

Florida otologists are happy that Dr. Farrior has 
returned to Florida, his native state, to continue his 
good work and add to the prestige of progressive medicine 
in Florida. ; 

DR. FARRIOR, concluding: I thank Dr. Irwin, Dr. Ed- 
wards and Dr. Sayad for their contributions to this 
paper. 

Dr. Sayad has mentioned the dizziness in these pa- 
tients. This is to be expected in the immediate post- 
operative period. At the end of the first week, they 
are able to leave the hospital without great difficulty, 
and by the end of three to four weeks, there is no 
significant vertigo. 

In summary, I do not have to tell you that, if I had 
moderate otosclerosis with good inner ear function, I 
would want a fenestration operation; nor do I have to 
tell you that, if I had severe otosclerosis with poor inner 
ear function, I would elect to wear a hearing aid; nor 
do I have to tell you that I believe the fenestration opera- 
tion is to be a lasting contribution to otologic surgery. 


Cancer Control in Florida 


WiLtson T. Sowper, M.D. 
JACKSONVILLE 


The 1944 meeting of the House of Delegates 
of the Florida Medical Association accepted and 
adopted a report of the Committee on Cancer 
Control, which read in part as follows: “This 
committee believes that the cancer control situa- 
tion in the State of Florida can best be promoted 
by state legislation which sets aside a definite 
sum each year for the establishment of cancer 
clinics for the indigent.” 

Such an act was proposed in the legislature 
of 1945 carrying an appropriation of $50,000, 
but the bill did not pass. This bill was modeled 
after a law understood to be already in effect 
in our neighboring state of Georgia, as was sug- 
gested by the cancer committee, and under its 
provisions not only the State Board of Health 
but also this Association and the American Can- 


State Health Officer 


Read before the Florida Medical Association, Seventy- 
Fourth Annual Meeting, St. Augustine, April 11-14, 1948. 


cer Society would have had a legal responsibility 
for the program. This arrangement, however, is 
not possible under Florida’s constitution, which 
requires that in order to be an officer of the 
state government and expend state funds one 
must either be elected by the people or appointed 
by the Governor. Appropriate changes in the 
bill were made, and upon the suggestion of the 
Governor, an appropriation of $200,000 was re- 
quested of the 1947 legislature. Before final 
passage in the spring of last year, the bill had 
been approved in principle if not in detail by 
the Board of Governors of this Association, the 
House of Delegates of this Association and the 
State Board of Health. 

This law, entitled “An Act to promote the 
prevention and cure of cancer,” places a three- 
fold responsibility upon the State Board of 
Health, and these requirements are outlined in 
the law title as follows: 
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1. “To authorize the Florida State Board of 
Health to establish a standard for the organiza- 
tion, equipment, and conduct of cancer units or 
departments in hospitals or in clinics of the State.” 

2. “To conduct an educational campaign for 
the control of cancer.” 

3. “To provide a plan for the care and treat- 
ment of indigent persons suffering from cancer.” 

Some efforts toward cancer controi had been 
carried on prior to the passage of this act. For 
some time there had been a close working rela- 
tionship between the State Board of Health and 
the Florida Division of the American Cancer 
Society, but our work was for the most part 
educational in character. In the fiscal year 1946- 
47, however, about $15,000 was made available 
to us by the United States Public Health Service 
for the purpose of cancer control. A small be- 
ginning was made with these funds, but, aside 
from educational work, the most important un- 
dertaking was the development of a statewide 
tissue diagnostic mailing service. This was done 
in cooperation with the pathologists of the state 
who agreed to cooperate in a plan to examine 
specimens for biopsy which were sent directly to 
them by private physicians. The role of the 
State Board of Health in this undertaking was 
to pay a fee for all specimens examined which 
were certified as being from persons who were 
medically indigent. This plan has continued in 
operation. 

Properly speaking, however, our cancer con- 
trol program may be said to have actually 
started on July 1, 1947, at which time we had 
available about $200,000 from the state legisla- 
ture ana _. additional fund from the United 
States Public Health Service in the amount of 
$41,659. Now in common with the general laws 
of acceleration and momentum our cancer pro- 
gram did not get fully under way on that date, 
nor is it yet by any means proceeding in the 
manner and at the rate that we expect it to 
eventually. It takes time to get anything started, 
and this program has ramifications which are 
more intricate and more delicate with respect to 
our relationships with various groups in the 
state and particularly with the medical profes- 
sion than any program that has ever been under- 
taken by the State Board of Health. There was 
no particular problem in establishing minimum 
standards for cancer clinics, as prescribed by the 
law, since we merely adopted those recom- 
mended by the American College of Surgeons. 


A great deal of time has necessarily been spent 
in working out a plan for the care and treatment 
of indigent persons suffering from cancer. It is 
pointed out that the State Board of Health is not 
only authorized but directed to make rules and 
regulations concerning the expenditure of funds 
for the care of such persons. After much thought 
the following principles were incorporated into the 
tentative rules and regulations approved by our 
Board on Sept. 20, 1947: 

1. Funds may only be used for the control 
of cancer and other malignant tumors; for detec- 
tion, diagnosis and treatment including hospital 
care, usually not more than fifteen days, but not 
for hopeless cases or for terminal care. 

2. Funds may not be used to replace or sub- 
stitute for local funds already appropriated for 
indigent medical care. This means that if medi- 
cal care and hospitalization are already provided 
by a city or county, our funds can be used to 
improve this service but not to relieve the local 
yody of its financial burden and responsibility, 
the thought being that the legislature meant for us 
to seek the improvement of existing services for 
cancer patients rather than to furnish financial 
relief to cities and counties. 

3. Aid is limited to medically indigent persons. 
The responsibility for determining indigence rests 
with the county health officer, but he is expected 
to get the assistance of the attending physician 
and consultants on the case, his professional 
advisory committee and/or the local welfare 
agency in making such certifications. In other 
words, the resources for determining indigence 
vary so greatly within the state that we 
leave this matter entirely to local officials to 
work out. In accordance with the overall policy 
of the State Board of Health we are prepared 
to approve any method of determining indigence 
which a local medical society may recommend to 
the county health officer. 

4. The regulations further provide that recip- 
ients must be residents of Florida for at least 
one year, and forbid payments being made for 
out-of-state hospitalization or treatment. 

5. The original regulations further provided 
that on or after April 1, 1948 funds shall be 
expended only on indigent patients who have 
been routed through an approved cancer diag- 
nostic clinic. 

Except for the sinall sum necessary for book- 
keeping and administrative purposes, ail avail- 
able funds have been allotted to the various 
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counties in the state on the basis of the number 
of deaths occurring from cancer during the pre- 
ceding year. We do, however, reserve the right to 
shift funds from one county to another during 
the year, when it is apparent that the need 
is greater in one county than in another. 

It was assumed from the wording of the law 
that it was intended that the State Boar of 
Health should make use of cancer clinics which 
have met the minimum standards in furnishing 
aid to the indigent cancer patient. The prac- 
tice of routing persons suspected of having 
cancer through cancer diagnostic clinics is now 
universally practiced in the United States and 
it is based on the belief that the diagnosis, 
treatment and management of cancer are not 
best done by a single physician, or by a single 
specialist or specialty; that use should be made 
of the group opinion of the family physician 
and specialists in the fields of pathology, 
radiology, surgery, internal medicine, gynecology 
and other specialties. As a matter of fact, in 
most sf the states now having active cancer 
programs almost the entire program, except for 
education and detection, is centered in cancer 
clinics. We believe, however, that the plan that 
we have adopted in Florida is the most decentral- 
ized, the most flexible and the most sensitive to 
local needs of any plan in operation in any state 
in the Union. 

It is our belief that the part of our plan re- 
quiring patients to be routed through approved 
cancer diagnostic clinics is an important and 
fundamental part of the entire program. Such 
clinics have already been set up in most of the 
larger centers of population in the state, and 
they are beginning to function well. In order, 
however, to give sufficient time for statewide 
coverage by such clirics, the Board has approved 
the postponement of this feature of the “lan until 
July 1 and is considering a further postponement 
until Jan. 1, 1949 upon the recommendation of 
the Board of Governors of this Association. The 
reason for the provision of this feature of the 
plan, as before stated, is that it is necessary in 
order to provide the best service to the patient 
by getting the benefit of group opinions. It is 
not believed that the general practitioner, the 
surgeon or for that matter any other speciansr 
is individually capable of gi.ing a patient the 
best chance for recovery through his own indi- 
vidual resources, without the benefit of the advice 
and consultation of radiologist, pathologist, gyne- 
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cologist and other specialists, depending upon the 
location of the lesion. 

One of the ever present problems in adminis- 
tering any program furnishing medical services 
is the amount of the fees to be paid for profes- 
sional services. The State Board of Health is 
entirely willing, and in fact anxious and eve~ 
insistent, that in the final esta“ishment of cach 
fees we have recommendations from this Asso- 
ciation ‘o foliow. ‘Tiss matter is now being 
studied by you: Committee on Medical kco- 
nomics, and a formal recommendation on this 
subject will no doubt be ‘hcom.ing soon. 
Pending a recommendation on chis involved sub- 
ject, we have temporarily adopted the fee sched- 
ule in use by the Florida Medical Service Cor- 
poration. We have thought that this furnished 
us with a reasonable temporary expedient. These 
fees were established for a group of persons in 
the lower income g:oups, and since we pay fees 
for services to medically indigent persons only, 
we probably ave not toe far from what is fair and 
reasonable. I may say here that even with the 
present somewhat low fee schedule the physicians 
of the state are being reimbursed for their serv- 
ices much more liberaily tnan in most of the 
other stites of which we have knowledge, and 
particularly those states neighboring us. There 
the principle seems to be that the private prac- 
titioner should give his se:vices free to the state 
in connection with medical care of the indigent. 
I am not sure that this principle is proper. I 
know of no other group, professional or otherwise, 
which is asked to give a substantial amount of 
time or services to a state or local agency with- 
out reimbursement. I am rather inclined to 
think that when a state agency undertakes to 
arrange services for a group of indigent persons, 
the medical profession should not be asked to 
render such services without charge. 

Up to this point I have spent most of my 
time in telling you about the plzns of the State 
Board of Health relative to the cancer program. 
1 shall now briefly outline some of our accor- 
plishments up to date: 

During the ten months up to Jan. 1, 1948 
in which the tissue diagnostic mailing service 
has been offered, 302 specimens have been exam- 
ined. The sites from which these specimens for 
biopsy were taker were chiefly the cervix, skin 
and exposed mucous membranes. A limited num- 
ber of the specimens were removed at operation 
from internal tumor masses. 
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The pathologic diagnosis indicated malignant 
disease in 118 (39 per cent). An additional 32 
(11 per cent) were nonmalignant neoplasms. The 
remaining 152 (50 per cent) were chiefly due to 
various inflammatory lesions. The predominat- 
ing malignant tumors diagnosed were basal cell 
carcinoma and carcinoma of the cervix. 

The race and sex of the patients from whom 
the specimens were removed were as follows: 





White males . 54 
White females . 164 
Negro males 22 
Negro females 55 
No data as to sex or race 7 

Total 302 


The males of both races were chiefly in the 
older age brackets. The age peak for white 
females was 30 to 39 years and for Negro females 
40 to 49 years. 

The patients served resided in fifty of Florida’s 
counties. Polk and Monroe counties used the 
service more freely than other areas. Considering 
population, there was a more limited demand 
from the urban centers where hospital facilities 
are available for the indigent. 

Since inaugurating the general program and 
up to Jan. 1, 1948 a total of 196 patients with 
cancer have been approved for state aid in 
contrast to 248 in the first three months of 1948. 
Of this number treated for cancer, only 3 have 
died to date according to the latest information 
that we have. The locations of cancer in these 
patients approved for state aid were as follows: 


Males Females 
Gastrointestinal tract 7 8 
Genitourinary tract 21 8 
Breast ve : . 0 31 
Uterus, cervix . 0 56 
Lung oh aces 2 1 
Bone 4 0 
Skin Z 34 23 
Brain tumor 1 0 

69 127 

Total 196 


In the total number of cases in which the 
patient was approved for state aid the following 
types of services were rendered: 


Professional services, operative procedures 52 
Hospitalization 39 
Roentgen and radium therapy 144 


The average amount spent per case was $84.22; 
however, additional expenditures for radium and 
roentgen therapy and for hospitalization can be 
anticipated in many of these cases. 
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Cancer reporting improved during 1947, but 
the number of deaths occurring from cancer 
more than doubled the number of cases re- 
ported. During the year there were reported 
1,025 cases of the disease, and 2,643 deaths were 
ascribed to this cause. It is evident that much 
remains to be done to reduce this appalling death 
rate and focus more attention on the early diag- 
nosis and treatment of those lesions which later 
develop into cancer. 

During 1947 the cancer program had a good 
beginning, but in most of the cases approved 
for state aid the patients had well developed can- 
cer. Our efforts are aimed toward the earlier 
diagnosis of cancer, and with effective lay and 
professional education, the death rate from cancer 
should be considerably reduced. 

In addition to the aid rendered to patients 
themselves, we have continuously carried on the 
third part of the threefold program, that relating 
to an educational campaign. Much of this has 
been directed at lay groups and aimed at getting 
the patient to the doctor early enough for him to 
take measures which would give the patient a 
chance for recovery. In this field of lay edu- 
cation the Florida Division of the American Can- 
cer Society has perhaps done more than the 
State Board of Health since lay education is 
a field appropriately worked by a voluntary 
agency. We have not, however, neglected pro- 
fessional education. Many of you undoubtedly 
attended the Cancer Seminar held in Jacksonville, 
Nov. 12, 13 and 14, 1947. The success of this 
seminar is unquestioned. The State Board of 
Health is proud to have been able to join with 
the Florida Division of the American Cancer 
Society in making it possible. We have also 
furnished stipends for the training of three physi- 
cians in the special technics advocated by Dr. 
Papanicolaou. 

In the larger centers of population where full 
time personnel is needed in connection with the 
uperation of cancer detection or diagnostic clinics, 
the State Board of Health has provided funds for 
the payment of salaries of such personnel as 
clinic clerks, nurses and social workers. Also 
in the larger centers of population where cancer 
clinics are established, our funds have been used 
for the purpose of purchasing necessary equip- 
ment for the better operation of these clinics. 
The use of state funds for the purchase of 
equipment and for the payment of salaries of 
personnel is particularly indicated where there 
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is a well established city or county hospital and 
where our funds cannot be used for paying the 
hospital bills. 

1 should like to emphasize that our entire pro- 
gram is still a tentative one and that we will be 
largely guided by the wishes of the medical pro- 
fession in continuing along present lines. We 
believe, however, that all will agree that the 
policy of encouraging local autonomy in the 
development of local cancer programs and cancer 
clinics should be continued. Our county health 
departments and our county health officers are 
closely integrated into this program, and the 
county health officers represent the State Board 
of Health in your counties. We believe that they 
can be of great assistance to you in the de- 
velopment of your own local program. We hope 
that if you have problems in your community 
that you will discuss them among yourselves and 
with your county health officer and work them 
out locally in so far as possible. 

Should a satisfactory solution to your prob- 
lems not be found locally, we shall be glad to 
give every assistance possible from the central 
office in Jacksonville. We have set up in the 
Bureau of Preventable Diseases a Division of 
Cancer Control, which is headed by Dr. James 
B. Hall. Before Dr. Hall began his duties with 
us in this capacity, we had him visit the best 
cancer clinics throughout the East, and he ob- 
served not only the method of carrying on the 
cancer control program in each tate that he 
visited but also the various setups in the cancer 
clinics themselves. The Division of Cancer Con- 
trol is a part of the Bureau of Preventable Dis- 
eases, which is headed by Dr. R. F. Sondag. He 
has probably devoted more time than anyone 
else to working out the details of the plan under 
which we are now operating in Florida. Needless 
to say, Dr. Hall, Dr. Sondag and I are available 
at all times to explain to any local physician or 
medical society in more detail the Cancer Control 
Program. 

We hope that at least some of the things that 
we have done and which I have told you about 
today will meet your approval. Also, we hope that 
we have gone a little way towards stopping the 
dreadful menace of cancer that is with us. Most 
fall, we hope if you differ with us, and here | 
speak not for myself alone and for the personnel 
of the State Board of Health and the county health 
departments but particularly for my Board which 
establishes all our policies, that you will give us 
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your views freely so that we can work our prob- 
lems out together in a spirit of good will in order 
to go forward together in this worthy cause. 
1217 Pearl Street. 


DISCUSSION 


DR. JOHN A. BEALS, Jacksonville: Dr. Sowder’s paper 
outlines a somewhat new project. In effect, it represents 
State Board of Health control over a common, wide- 
spread and dreadful disease which is not of communicable 
type. Florida is not the first state to engage in this 
experiment in state medicine. The experiment has been 
well considered, well thought out and placed in operation 
through the Board of Health by the members of the 
Florida Medical Association acting officially through the 
Board of Governors. 

I think all of us who have listened to Dr. Sowder’s 
paper know that he is acutely aware of the difficulties 
and the possibilities for abuse in such a program as 
this and that he is most anxious that difficulties be 
ironed out to our satisfaction. We are indeed fortunate 
in having such a project in the hands of men of the 
caliber of Dr. Sowder and his co-workers. There may 
arise many criticisms at the level of origin of the indigent 
patients seeking or receiving aid by this program. I 
think I have but one primary thought to emphasize and 
that is to take advantage of Dr. Sowder’s plea; when 
basis for criticism arises, make it known to him or to his 
board. In no other way can he know if the project 
is working out satisfactorily, or if it is being abused. 
It is a great undertaking which will grow as it succeeds. 
t could be, in the hands of less medically minded men 
— which would not be to the liking of most 
of us. 
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The Specific Treatment of Pollinosis 


GRAHAM E. Henson, M.D. 
JACKSONVILLE 


Pollinosis, more frequently referred to as hay 
fever, regardless of the pollens involved may 
respond promptly to specific treatment or may 
tax the patience both of the sufferer and the 
physician. It should be borne in mind, how- 
ever, that desensitization to any allergen cannot 
be carried on hurriedly. Prompt response to 
treatment means the gradual subsidence of symp- 
toms within four or five weeks. In some instances 
the period may be shorter, but it is well to advise 


the patient as to the probable longer period. 

This sketch is intended to cover only the 
definite seasonal reaction and does not include 
discussion of that vast number of nonseasonal 
nasal disturbances which are so generally referred 
to as hay fever. These may be caused by any 
of the animal hairs, bird feathers, house dust, 
molds, pyrethrum, orris root and in rare instances 
foods. 

The true pollinosis asserts itself in its victims 
at a definite season and abruptly departs in 
much the same manner at another. The patient 
then remains entirely free of any symptoms 
whatsoever until the next succeeding season. This 
is in contrast to the “allergic” nose which gives 
continual annoyance with recessions and exacer- 
bations having no relation to any season. In 
the specific pollinosis with no treatment, re- 
currences occur season after season at approxi- 
mately the same time of the year. It is not an 
infrequent occurrence for a_ person who _ is 


allergic to certain pollens to give negative re- 


actions to both the cutaneous and intradermal \: 


tests. Such a patient with a definite history off 


seasonal trouble should be treated with the pre- 
vailing pollen of the period corresponding to th 
symptoms. The same precautions should be take 
to guard against possible anaphylactic shock a 
in those giving positive skin reactions. 


The most satisfactory method of desensitiz- 


ing these patients is by the perennial method, 
but unfortunately in nearly all instances it is 
not practical. To keep hay fever sufferers con- 
scious of the necessity of remaining under treat- 
ment in the winter months when their trouble 
does not assert itself until the spring, summer or 
early autumn seasons is a hard matter. It is 
consequently difficult to secure the continued 
cooperation of the patient under these circum- 
stances. Preseasonal treatment is therefore the 
most practical, but it should commence a suffi- 
cient number of weeks in advance of the usual 
time that symptoms manifest themselves and 
before the offending pollen appears. Coseasonal 
treatment is not very satisfactory except in those 
comparatively few cases in which the patient re- 
sponds early during the progress of desensiti- 
zation. Occasionally, 200 to 300 pollen units 
will start patients on the road to relief, but by 
far the higher number will require 2,000, 3,000 
or even a larger number of units before securing 
much if any relief. 

As desensitization has to be accomplished by 
commencing with the administration of a few 
units and gradually increasing them to the point 
at which the patient will tolerate several thou- 
sand, it is essential that treatment be instituted 
sufficiently in advance of the maximum seasonal 
production of the pollen being employed for the 
patient to have become able to tolerate at least 
3,000 units. In a general way the degree of 
sensitivity will govern the maximum number of 
units tolerated. A commonly employed schedule 
of dosage is shown in table 1. Doses are admin- 
istered not less than three or more than four 
days apart. 


TABLE 1 
SCHEDULE OF DOSAGE FOR DESENSITIZATION 














Dose Pollen Units | | Dose Pollen Units 









Ist 5 9th 600 
2nd 10 10th 1000 
3rd 20 11th 1500 
4th 40 12th 2000 
5th 60 13th 3000 
6th 100 14th 4000 
7th 200 15th 5000 
8th 400 
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This gradual increase in the number of units 
administered may be safely adhered to provided 
no excessive local reaction is noted. A red zone 
at the site of injection the size of a silver dollar 
should serve as a warning, and the next succeed- 
ing dose should not be increased, but instead 
reduced to 75 per cent of the one previously ad- 
ministered. It is not unusual for a person during 
desensitization to give a pronounced local re- 
action at any time during the few weeks it re- 
quires to reach the usual maximum number of 
units. Such a reaction may occur following 
administration of 100 units or less, or it may not 
occur until 1,000 or more units is given, the 
patient then being able to continue on the sched- 
ule outlined and a maintenance dose determined 
upon. 

While in most instances a more or less severe 
local reaction will occur at some point during 
the scheduled dosage for desensitization, patients 
are encountered who will complete the schedule 
with little or no reaction. Any danger of a con- 
stitutional reaction is practically nil if local re- 
actions are carefully watched for and _ the 
increased dosage given in accordance with the 
outlined schedule. Occasionally, a patient will 
not tolerate more than 2,500 or 3,000 units; any 
attempt to go beyond that dose results in a more 
or less severe local reaction. This should always 
be considered as a contraindication to increasing 
the number of units administered. Having 
arrived at the maximum tolerated dosage, the 
patient receives a maintenance dose once or twice 
weekly, the frequency depending on the prevail- 
ing symptoms. The average patient having 
reached 5,000 units will do well, and complete 
desensitization will be accomplished on 3,000 
units given once or twice weekly. Patients not 
reaching that maximum should be given about 
75 per cent of the maximum nu~ber of units 
reached. 

It is essential that the possibility of ana- 
phylactic shock should be kept in mind not only 
during the period of desensitization but also all 
during the time the patient is under treatment 
even though that be prolonged for months. I 


recall the instance of a young man who went 
through the schedule of desensitization and had 
been on a maintenance dose of 3,000 units for 
several weeks when without warning he went 
into a violent anaphylactic shock following the 
routine administration of his customary main- 
tenance dose. The application of a tourniquet 
above the site of injection and the administration 
of 10 to 15 minims of adrenalin will in practi- 
cally all instances overcome this disturbing and 
alarming reaction. 

The common ragweed is probably responsible 
for as many or more cases of pollinosis as are all 
other pollens combined. Not infrequently the 
ragweed victim is allergic to other pollens. With 
a preseasonal desensitization carried out and a 
maintenance dose continued until the air is free 
of the offending pollens, a large number will 
remain free of trouble during the following years. 
It is nevertheless not unusual for the patient 
to become sensitive again by the foll- wing season. 
Two seasons’ treatment will generally result in 
permanent nonsensitivity. There are, however, 
what may be termed the “pollen fast’ cases. 
In these cases the patient can generally be kept 
comparatively comfortable by remaining under 
treatment season after season. 

No discussion of the treatment of pollinosis 
is complete without emphasizing the importance 
of specific desensitization. In itself, this afflic- 
tion in the vast majority of cases is not disabling 
and belongs in the class of what may be termed 
a nuisance disease. It is not unusual in neglect- 
ed cases of pollinosis, however, for bronchial 


asthma to develop later in life. 


SUMMARY 
The importance of specific treatment of 
pollinosis is emphasized, and the methods of de- 
sensitization are discussed. A schedule of dosage 
for this therapy is presented. The necessity for 


being mindful of the possibility of anaphylactic 
shock throughout the entire period of treatment 
is stressed, and the not infrequent development 
of bronchial asthma in later years in neglected 
cases is mentioned. 


441 St. James Building. 
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THE PUBLIC CALLS THE DOCTOR 


Some people have complained in recent years 
that they are unable to see a physician promptly 
when they are sick, and a few have been par- 
ticularly loud in their complaints that they are 
unable to secure the services of a physician for 
an emergency night call. There are those who 
believe that a doctor must respond to any call 
that comes to him, “that he must work all day 
and half the night and never say he’s tired.” 

That a physician may choose whom he wishes 
to see as well as what specialty he wishes to 
pursue would seem to be his prerogative, but it 
does not follow that he can with impunity be- 
come so calloused and unsympathetic that he 
will not lift his hand to relieve human suffering 
when it is within his power to do so. The 
Principles of Ethics cover this point: 


He should . .. always respond to any 
request for his assistance in an emergency 
or whenever temperate public opinion ex- 
pects the service. 


This is not really a very difficult point. It is 
just that now when there is high pressure demand 
upon the services of physicians, there may arise 
an occasional case in which there is apparent dis- 
regard for the suffering of the individual. Over- 
crowding of doctors’ offices and hospitals makes 
it difficult to secure a prompt visit even in the 
office, much more so in the home. The gibe of 
Groucho Marx, “make an appointment with the 


doctor and probably you'll see him in two or three 
days,” is not at all exaggerated. Actually, it is not 
unusual to have to wait two or three weeks to see 
a specialist in internal medicine for a diagnostic 
survey or even for evaluation of a serious cardiac 
complaint when much more prompt study would 
be highly advantageous. 

When we are dealing with human commod- 
ities, it is hard for some to see the overall per- 
spective clearly and unbiasedly. Many can un- 
derstand that if a theater is sold out for a per- 
formance, there just are no more seats, but 
it is much more difficult for them to see why a 
physician cannot ‘see every sick person who 
applies to him for help. 

Let’s look at it this way. 
internal medicine applies himself assiduously to 
his work, he builds a reputation that stimulates 
many ill persons to seek his services. The 
quality of his work, however, demands that he 
spend considerable time with each patient. He 
takes a careful history, examines at length, makes 
thorough clinical studies, spends time in eval- 
uating all of the findings and finally with patience 
and finesse attempts to explain to the patient the 
significance of the studies. Sometimes it is 
necessary to tell the patient of impending death, 
but much more often he must decide’ how best 
to tell the ; atient that really there is nothing 


If a specialist in 
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much wrong. Most patients who present diag- 
nostic problems are time-consuming if they are 
handled well. Obviously not many of them can 
be seen in the course of a day. Sir William Osler 
is reported to have said that no diagnostician 
should try to see more than four new patients 
per day. Accordingly, they have to be sched- 
uled in advance. 

The physician has to decide whether he 
prefers to spend less time with each patient and 
see more, or spend more time with each 
and see fewer. It is true that the patient or 
prospective patient often may become distressed 
and even loud in his complaints if he is not 
seen promptly, but he may have a much more 
valid complaint if he is seen promptly, but 
inadequately. 

Likewise, a physician has the right to say 
whether he wishes to see patients in their homes 
and whether he wishes to make night calls. The 
internist is apt to be less efficient with his diag- 
nostic studies, and the surgeon is unlikely to 
operate with his usual facility and_ skill if 
he has lost sleep because of night calls. Here 
again, however, each should use judgment and 
not fail to respond in an emergency when “‘tem- 
perate public opinion expects the service.” 

Better organization of the medical profession 
to meet the demands of the ill appears to be in 
order. Many young physicians, while establish- 
ing themselves in practice, are not only willing 
but eager to make night calls. County medical 
societies could maintain physicians’ telephone ex- 
changes, which will locate physicians who are 
willing to make night calls. Young physicians 
could receive calls from older physicians through 
these exchanges. Likewise, these bureaus could 
furnish the names of specialists when such serv- 
ice is requested. 

Good public relations between the profession 
and the public cannot be stressed too much. Most 


physicians do the best that they can with their 
mental and physical endowments, but in order 
to give more adequate service to the sick, better 
orge :zation and better public relations are 


necessary. 


VotumE XXXV 
NUMBER 1 


NATIONAL HEALTH ASSEMBLY ECHOES 
An unexpected note of harmony marked the 
close of the National Health Assembly, called 
early in May by Federal Security Administrator 
Oscar R. Ewing as an initial step in setting up, 
at the instigation of President Truman, a ten year 
health program for the nation. Instead of re- 
sulting in a scrap, the bristling distrust among 
the eight hundred representatives of labor, farm, 
public health, cooperative parent-teacher groups 
and organized medicine simmered down to sur- 
prising accord. It appeared that areas of agree- 
ment were much greater than had been anticipated. 
Variously reported as window dressing, a 
$45,000 show, a lot of talk and a constructive 
approach to the problem of national health, one 
member opined that the gathering caused about 
as much noise nationally as “a ray of moonlight 
falling on a cup of custard.” No new voices were 
added in behalf of socialized medicine since the 
last health assembly was held ten years ago. The 
American physician and organized medicine fared 
well, doubtless in large measure because of per- 
sistent watchfulness and able representation. 
The most controversial single issue before the 
assembly was that of voluntary group health plans 
versus compulsory government-administered plans. 
The embattled medical care section of the assem- 
bly finally agreed on seven points, but came to 
no agreement on this eighth point. Both consumer 
and medical sides of the controversy indorsed ex- 
tension of voluntary cooperative health insurance 
plans, but consumer groups, including labor and 
cooperatives, advocated compulsory _ national 
health insurance as “an immediate goal.” Spokes- 
men for these groups repeatedly singled out the 
American Medical Association for criticism, but 
ihe heat of sharp discord was tempered by the tol- 
erance, understanding and mature viewpoint .f the 
minority representatives trained and experienced 
in professions requiring discipline and sacrifice. 
In a fair and impartial report to the assembly 
of the proceedings of the fourteen panels, Quincy 
Howe of the Columbia Broadcasting System paid 
particular tribute to the American Medical Asso- 
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ciation, concluding with this statement: “That 
so many doctors not only have taken the time to 
work with the National Assembly but have shown 
themselves so cooperative, so understanding, so 
open-minded, seems to me the most promising 
and the most important development of this 
whole meeting.” 

At a press conference Mr. Ewing announced 
that he would make his report to the President in 
about a month. He reiterated his personal view 
that the health needs of the nation can be met 
only by some form of compulsory health in- 
surance. Since the findings of the assembly are 
in no way binding upon him, this opinion will 


probably be strongly reflected in his report. 


a 


LEST WE FORGET 


Lord God of Hosts, be with us yet, 
Lest we forget—lest we forget! 
Kipling’s Recessional 


American Independence Day, commemorating 
freedom from the rule of Britain, makes tragic 
history this year for the medical profession of that 
country. On July 4, 1948 our British colleagues 
stand to lose their life and death struggle for 
their freedom and independence, for the National 
Health Service Act providing universal free medi- 
cal service is scheduled to take effect on July S. 

In a plebicite 89 per cent of the members of 
the British Medical Association voted against 
accepting the service. Its delegated representa- 
tives, in positive and unanimous agreement, then 
refused to participate in manning the state- 
insured medical service. They vociferously defied 
the Labor government to force them to accept 
service under the Health Act until changes were 
made to “maintain the integrity of medicine and 
prevent doctors being turned into siate servants.” 

The delegates emphasized their refusal by 
setting aside an “independence fund,” initially of 
$1,600,000, to aid physicians who render medi- 
cal service and are unable to collect sufficient 
fees to maintain their independence. Too, they 
condemned “what looked like organized political 


and trade union pressure on doctors to join the 
service.” 

Heated controversy prevails in the press and 
in Parliament. The chief objection voiced in 
the medical press is the vast power vested in the 
Minister of Health, amounting to a dictatorship 
which robs the profession of its freedom. Too, 
there is the fear that the basic salary of $1,200 
proposed for all physicians will lead to full- 
blown state medicine with all physicians getting 
all their pay from the government. 

On the other hand, as commented on editori- 
ally in the May Journal, the government and 
its press ignore the overwhelming vote of the 
younger members and berate the reactionary 
“old gentlemen of the British Medical Associa- 
tion” for obstructing a most beneficent reform 
worthy of worldwide emulation. They also decry 
political dislike of the Labor Party. 

In theory physicians may elect to participate 
in the plan or remain in private practice, but 
with nationalization of all hospitals included in 
the plan, they must have government approval 
for hospitalization of patients and become de- 
pendent on the state for drug supplies and medical 
equipment. Too, how many Britons will be 
willing to pay the physician in addition to paying 
their insurance tax? 

It behooves the members of organized medi- 
cine in this country to study with great care 
the situation of the medical profession in a 
changing world, as represented by these happen- 
ings in Great Britain. Let us not forget that a 
like situation could develop here. 

Even now the thunder of propaganda for 
federal control of medicine reverberates louder 
and louder from within the framework of the 
government in a determined and persistent effort 
to manufacture a demand that does not exist. In 
the increasing tempo of our fight against the 
tyranny of bureaucratic control of such a personal 
service as medical practice, we shall stem the tide 
only if we, too, like our British confreres, with 
dignity and pride in our attainments as indi- 
viduals steadfastly ‘refuse to be reduced to 
ciphers on the state payroll.’ 
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BLUE SHIELD—BLUE CROSS 
ACTIVITIES 

At their semi-annual meeting in Los Angeles 
late in March Blue Shield and Blue Cross plans 
reached agreement on the forming of a joint 
executive committee. It will consist of six mem- 
bers, equally divided between the two com- 
missions. 

As chief executive officer for these two plans, 
Dr. Paul R. Hawley will be solely responsible 
to the joint executive committee on all matters of 
mutual concern to both organizations. Blue 
Shield and Blue Cross recognize the advantage to 
be gained in securing jointly the leadership of 
such an outstanding administrator as Dr. Haw- 
ley, former medical director of the Veterans 
Administration. This merging of interests in the 
mutual employment of an executive officer does 
not, however, change the status of either organi- 
zation. For his convenience, both staffs will 
occupy a common location in Chicago. 

Dr. Hawley assumed office on April 1, 1948, 
and one of his first official duties was represent- 
ing Blue Shield and Blue Cross at the National 
Health Assembly, held in Washington the 
first week in May. He served on the executive 
committee and was one of the principal speakers 
in the section on medical care. 

In this largest of the fourteen panels there 
were two hundred and eight members registered 
and among them eighteen physicians. His role 
was to take middle ground in the heated con- 
troversy on contributory health insurance. The 
principle was endorsed by all factions, but the 
kind became the big issue. 

In his advocacy of the voluntary insurance 
plans as the expedient course between ‘“‘free enter- 
prise” on the one hand and compulsory national 
health insurance on the other, he contended that 
Blue Cross and Blue Shield, if properly developed 
and extended, can enable the people to prepay 
their medical costs while avoiding the disad- 
He cited as 
the 


vantages of socialized medicine. 


proof their rapid recent growth with 


number of members at that time approximately 
thirty-eight million and the Blue Shield member- 
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ship increasing 3,500 per cent in eight years. 

No definite conclusion on this issue was 
reached. Nevertheless, Dr. Hawley announced: 
“This has been an extremely important meeting, 
at which the demands of large consumer groups 
were set forward forcibly. They cannot be ig- 
nored by medicine or the voluntary prepayment 


Their demands have to be met. . .” 
-—4 


agencies. 


NUTRITIONIST AND PHYSICIAN 
RESEARCH IN NUTRITION 

Perhaps better than any other profession, 
medicine illustrates the interrelation of the scien- 
tific professions. Without making constant use 
of a practical knowledge of pharmacy, chemistry, 
physics and nutrition as well as kindred sciences 
the physician could not practice. 

The nutritionist is peculiarly fitted to aid the 
practitioner of medicine. His contribution in es- 
tablishing the nutritional values of foods is invalu- 
able both in the restoration.and in the maintenance 
of health. In relation to disease his investigations 
are equally as important. The physician keeps 
a wary eye upon reports of studies on nutrition 
in relation to cancer and is ever mindful of the 
association of pellagra with the consumption of 
high proportions of whole ground cornmeal. Milk 
protects against caries, meat promotes formation 
of hemoglobin and red blood cells in infants, 
ascorbic acid requirements for pregnant and lac- 
tating women, newly isolated vitamin By,» effective 
against nutritional anemia, pernicious anemia and 
tropical sprue—so run a few of the recent head- 
lines chosen at random recounting explorations 
for more precise knowledge regarding diet essen- 
tials for all ages. 

As for ascorbic acid requirements, at the 
moment the strawberry is in the medical lime- 
light. Investigators’ declare that it is an im- 
portant source of vitamin C. Prominent varieties 
grown in the South average about 50 mg. of 
ascorbic acid per hundred grams of berries for 
about half of the national crop. In some varieties 
grown in the Pacific Northwest the content of 


this vitamin averages between 75 and 80 mg. 
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Authorities estimate that the probable average 
of 60 mg. for the country’s entire crop could be in- 
creased up to 80 mg. or more by breeding. 

In the war-torn countries, nutritionists’ report, 
strange edibles proved to be good sources both of 
vitamins and minerals and of much-needed pro- 
teins and fats. The wheat and other grains 
available were ground whole for human use or 
milled to high rates of extraction. All skim milk, 
whey, organ meats and in places even the blood 
of slaughterhouse animals were consumed. 

In Norway, sea gulls, crows, strange fish, 
dandelions, nettles, acorns, leaves and nuts all 
had their uses, and the countryside was fine- 
combed for mushrooms and berries. In Russia, 
a paste rich in carotene, made from inedible 
greens, was spread upon bread, and pomegranate 
was boiled and concentrated. In Holland, plasma 
from slaughterhouse blood was fed to famine 
victims, at first cooked in pancakes, later as 
bouillon or in brown bean soup. 


Who knows but that the germ of genuine 
world peace lies hidden in a grain of wheat 
multiplied to assuage world hunger? Whatever 
awaits the epicure in the many herbs, ferns, 
palms, grasses, tuber seeds and fruits that are 
unusual foods of high nutritive value, the nutri- 
tionist continues his quest for their health-giving 
disease-combating secrets for the benefit of all 
mankind. 


1. Ezell, Boyce D.; Darrow, George M.; Wilcox, Mar- 
guerite S., and Scott, D. H.: Ascorbic Acid Content of 


Strawberries, Food Research, vol. 12, November-December, 
1947, 

2. Wilder, Russell M., and Keys, Thomas E.: Foods for 
Emergencies, J. A. M. A. 136:323-327 (Jan, 31) 1948, 
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IRON MEN OF MEDICINE 
“20,000 YEARS OF SERVICE” 

If a medical Methuselah had broken the 
record for longevity by some nineteen milleniums, 
he would have become a disciple of Aesculapius 
several thousand years back in the Paleolithic 
era, long before the time of historical records. 
But in the whole two hundred centuries he could 
not have witnessed the progress in medicine that 
the last fifty years have brought. That in 1947 
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some four hundred living physicians who had in 
one state practiced for half a century or more 
should present the composite picture of twenty 
thousand years of service to humanity is a matter 
of moment. 

At its annual meeting last year the Medical 
Society of the State of New York awarded a cer- 
tificate to four hundred and thirty-two physi- 
cians of that state who had practiced medicine 
for fifty years or more in recognition of their 
efforts and as a token of appreciation “for the 
commendable feat of bridging the years in this 
most arduous of callings.” A Fifty Year Club was 
urganized to perpetuate this recognition. 

In addition, a commemorative booklet, titled 
20,000 Years of Service,” is now off the press. 
To scan it with its interesting photographs of 
these veterans is both an inspiration and a bene- 
diction. Forty-eight supplied photographs taken 
at the time they began the practice of medicine 
as well as recent ones. One of two who had prac- 
ticed seventy years was still practicing orthope- 
dics at ninety. 

That these men of idealism and rare resource- 
fulness retain keen interest in the world about 
them is exemplified in their hobbies—travel, 
music, art, writing, yes, and raising minks and 
chasing fires. They recount receiving as fees in 
lieu of legal tender such diverse items as a bag 
of river eels, a recipe for “moonshine,” a kicking 
horse, a baby and a piano, not to mention a 
quarter of beef. 

The Medical Society of the State of New 
York is to be congratulated on paying honor to 
whom honor is due in this gracious manner. In 
acknowledging the citation for himself and the 
other recipients, Dr. Nathan B. Van Etten, dean 
of New York medicine, said in part: “We are 
glad that we have survived our strenuous years 
and that we have practiced medicine in a dis- 
tinctly modern age. Excepting vaccination 
against smallpox all of modern medicine is in- 
cluded within the period from 1894 to 1947... 
We are old and we are not sad about it. The 
lines on our faces are the etchings of experience. 
You may have the fruits of our experience for 
the asking, but I warn you old folks are loquacious 
and you must be patient.” 
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PHYSICIANS’ SECRETARIES AND THE 
BLUE SHIELD 


The Florida Medical Association started and 
organized the Blue Shield Plan and presented the 
first contracts to the public on Sept. 1, 1946. The 
funds needed to start this nonprofit corporation 
were raised through individual contributions from 
the physicians and the county medical societies. 
The needed funds were readily raised because 
the profession realized the need for such a plan. 
The public realizing that the physicians had 
organized the Blue Shield Plan to help them meet 
the hazards of catastrophic illnesses willingly ac- 
cepted the plan. In the short time that has 
:ollowed, fifty thousand persons in Florida have 
been enroled in the Blue Shield Plan. That alone 
is proof that the public has accepted it. 

There is a doubt, however, as to whether or 
not member physicians and their secretaries have 
accepted the plan. Numerous complaints have 
been made by members of the Blue Shield Plan 
who upon contacting their physicians are sur- 
prised to find out that the physician and/or 
secretary is not familiar with the Blue Shield. 
This is, indeed, discouraging to say the least. 
Many physicians have signed agreements to par- 
ticipate in the plan, likewise many have advanced 
funds to get the plan started and then have neg- 
lected to explain the details of the Blue Shield 
Plan to their secretary and receptionist. 

A physician’s secretary is an important cog 
in the machine. If the secretary understands what 
the physicians are trying to do with the Blue 
Shield and if the secretary understands the 
details of the Blue Shield, the plan, which is the 
profession’s answer to proponents of compulsory 
health insurance, can be furthered. If the secre- 
tary knows that a single patient who is earning 
less than $2,000 a year, or a family who is 
earning less than $3,000 a year, that you have 
signed an agreement to furnish the services 
covered by the plan for the fees set forth in the 
Fee Schedule, she then would be in a position to 
properly handle and assist the patients with their 
financial responsibility for services. 

When our representatives sell the public our 
contract and state it will do certain things, the 
physicians who are participating in the Blue 
Shield Plan must see to it that their part of 
the contract is kept in force. The Blue Shield Plan 
has forwarded to all of its participating physi- 
cians a card to be placed on the receptionist’s 
desk, reminding the subscriber to present his 
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identification card at the time he is making ar- 
rangements for this care. Do you have that card 
displayed in your office? Have you instructed 
your secretary to ask each patient at the time that 
she is obtaining the vital information so necessary 
to you, such as name, address, and so forth, if 
he is a member of the Blue Shield Plan? The 
time to find this out is at the time financial 
arrangements are being made. If at this time 
there is a doubt as to whether or not the patient 
is in the low income group and therefore entitled 
to full coverage, the patient should be prompted 
to substantiate the fact that he is in the low in- 
come group. If the patient’s income exceeds the 
$2,000 and $3,000 brackets as mentioned above, 
regular charges for services are made and the 
payment from the plan is applied as a credit 
against the physician’s charge. These and many 
other suggestions could be given to the physi- 
cian’s secretary. The plan and the physician 
would be benefitted. 

Educate your secretary to the Blue Shield 
Plan. 
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PROBLEMS OF THE CHRONICALLY ILL 

Chronic illness affects nearly every family 
in the United States. Chronic diseases are those 
that may be expected to require an extended 
period of medical supervision with the patient 
receiving care in a hospital or an institution with 
nursing. Most important among them are cardiac 
diseases, arteriosclerosis, hypertension, nervous 
and mental diseases, tuberculosis, renal diseases, 
diabetes and asthma. 

As many as twenty-five million persons, more 
than one sixth of the population, are reportedly 
subject to some one of the diseases named. 
Almost a million deaths occur annually as a result 
of chronic diseases, and at least a billion days of 
productive work are lost through chronic dis- 
abilities. Half a century ago one person in 
twenty-five was 65 years of age or older, but the 
life span has gradually been extended for more 
and more people until today it is estimated that 
10 per cent of the population is over 65 years of 
age. Chronic diseases are, however, not neces- 
sarily diseases of the aged. Of chronically ill 
persons, at least one half are below the age of 
45 and 16 per cent are under 25 years of age. 
Particularly challenging are the problems of chil- 
dren, such as those chronically ill with rheumatic 


fever.’ 
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Partial solution of the problems of this large 
segment of the population lies in research. Re- 
search projects on renal diseases, arteriosclerosis, 
malaria and cirrhosis of the liver are already 
under way, and the National Institute of Health 
is subjecting cardiac disease, cancer and mental 
disease to special research. So important have 
the chronic diseases become that they demand 
the most intensive study. 

Facilities for the care of the chronically ill 
should be planned not merely for the indigent, 
as is often the case, but for the community as a 
whole. Too, hospitals for these patients should 
probably be situated near medical schools and 
teaching hospitals rather than in suburban or rural 
areas in order to make the medical advice and 
the associated laboratories of these institutions 
readily available for application to their care and 
to the solution of their problems. The major 
emphasis in caring for these patients should be 
directed to returning them to useful life in the 
community. 

For patients with tuberculosis and mental dis- 
ease there is of course special provision, but 
little has been done for those who suffer from 
some of the other diseases. In eight states and 
four cities of the North official action is being 
taken toward solving the problem.’ To secure 
adequate knowledge of the.need and to develop 
plans for progress in meeting the need of the 
chronically ill, complete cooperation and coordi- 
nation of the many agencies now concerned with 
such persons and their diseases are essential. 
When departments of health, welfare and educa- 
tion, medical societies, medical schools, hospitals, 
social agencies, rehabilitation services and _in- 
stitutions for this large and important group 
work together to a common end, then and then 
only will their problems be solved. 

1. Fishbein, Morris: The Chronically Il—An Editorial, 
Ilygeia 26:17 (Jan.) 1948. 
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SOUTHEASTERN SURGICAL CONGRESS 


The sixteenth annual Southeastern Surgical 
Congress’ Post Graduate Assembly was held in 
the Hollywood Beach Hotel at Hollywood, April 
5-8, 1948. Registration showed 651 surgeons 
from Southeastern states in attendance, many 
accompanied by their wives. 

The program consisted of forty-four papers, 
diversified and intended to be an all-inclusive 
refresher course. Among the distingished surgeons 
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and outstanding medical authorities who presented 
lectures were Dr. George M. Curtis, Columbus, O., 
Dr. Frederick F. Boyce, New Orleans, Dr. William 
Langley Sibley, Roanoke, Va., Dr. Harry E. 
Bacon, Philadelphia, Dr. Claude J. Hunt, 
Kansas City, Dr. Fred W. Rankin, Lexington, 
Ky., Dr. Charles W. Mayo, Rochester, Minn., 
Dr. Herman L. Kretschmer, Chicago, and Dr. 
Samuel F. Marshall, Boston. Dr. Frank K. 
Boland of Atlanta, Ga., reviewed the history 
of medical progress, and Dr. Horace G. Smithy 
of Charleston, S. C., who earlier this year became 
the first surgeon in medical history to remove 
scar tissue from the heart valves, also presented 
a paper. 

Dr. Herbert Acuff of Knoxville, Tenn., presi- 
dent, addressed the congress on the opening night. 
He was succeeded in office at the close of the 
session by Dr. Gilbert F. Douglas of Birmingham, 
Ale. 

Dr. Walter C. Jones of Miami, general chair- 
man of arrangements, and Dr. Edward Jelks of 
Jacksonville, welcomed the surgeons. The chair- 
man of the entertainment committee, Dr. Joseph 
S. Stewart of Miami, then president-elect of the 
Florida Medical Association, presided at the 
banquet. Dr. Robert T. Spicer, president of the 
Dade County Medical Association, and many 
physicians of the greater Miami area cooperated 
by serving on the various committees, thereby 
helping to make the assembly the notable success 
that it was. 
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SEMINAR ON VD TREATMENT 


More than one hundred and fifty delegates 
registered for the two day seminar on the treat- 
ment of venereal disease with penicillin and strep- 
tomycin, held at the Roosevelt Hotel in Jackson- 
ville on April 7 and 8, 1948. Physicians and 
public health officials from New Mexico, Okla- 
homa, Texas, Louisiana, Arkansas, Tennessee, 
Mississippi, Alabama, Georgia and Florida at- 
tended. 

The purpose of the seminar was to evaluate 
the effectiveness of penicillin and streptomycin 
in venereal disease control, to consider recent 
developments in the use of and research on these 
drugs and to discuss case-finding technics. In 
addition to the scientific approach to treatment 
with these newer drugs, other subjects fea- 
tured on the program were strengthening the 
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educational approach, interstate control, a report 
on the blue star research program, the progress 
of mass blood testing in Alabama, and the use 
of nonmedical personnel in the administration 
of the program. There was a symposium on the 
treatment of known contacts. 

Among the country’s leading authorities who 
addressed the gathering were Dr. R. A. Von- 
derlehr, former chief of the venereal disease con- 
trol division, United States Public Health Service; 
Dr. Evan Thomas, New York University, a leader 
in research into the use of penicillin for treat- 
ment of venereal disease, Dr. J. F. Mahoney, 
chief, venereal disease research laboratory, Staten 
Island, N. Y., the first to use penicillin for this 
therapy, Dr. Robert Greenblatt, University of 
Georgia, and Eric Barnow of the National Broad- 
casting Company. Welcoming the delegates and 
also participating in the discussions were Dr. 
‘Wilson T. Sowder, state health officer, Dr. R. F. 
Sondag, Bureau of Preventable Diseases of the 
State Board of Health, and Dr. W. W. Rogers, 
city health officer. 


Pa 


BCG VACCINATION POLICY 


The first official statement of the American 
Trudeau Society, Medical Section of the Na- 
tional Tuberculosis Association, on BCG (Bacil- 
lus Calmette-Guerin) and its use declares that 
vaccination with BCG does not provide complete 
protection against tuberculosis and, until further 
controlled studies are conducted, cannot be rec- 
ommended for the general population. This 
statement was published in the March issue of 
the National Tuberculosis Association Bulletin 
and also in the April number of the American 
Review of Tuberculosis. 

Since BCG appears, however, to provide some 
degree of protection, it is recommended for mem- 
bers of certain groups if they are subjected to 
more than ordinary exposure to tuberculosis pro- 
vided they do not react to adequate tuberculin 
tests. These groups irclude physicians, medical 


students and nurses; hospital and laboratory 
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personnel whose work brings them in contact with 
the bacillus of tuberculosis; persons who are un- 
avoidably exposed to tuberculosis in the home; 
and patients and employees of mental hospitals, 
prisons and other custodial institutions among 
whom the incidence of tuberculosis is known to 
be high. 

When prepared under ideal conditions and 
administered to tuberculin-negative persons by 
approved technics, the vaccine is regarded as 
harmless. Nevertheless, it is not advocated that 
it be made available for widespread distribution 
at present because (1) the most effective strain 
of BCG has not been determined nor has satis- 
factory standardization of the vaccihe been 
achieved, (2) the best qualified experts have not 
agreed as to the most effective vaccination proce- 
dure to employ, and (3) fully satisfactory arrange- 
ments have not been perfected for transportation 
and storage of the vaccine. 

Emphasis is placed upon the importance of 
not regarding BCG vaccination as a substitute 
for approved hygienic measures nor for public 
health practices designed to prevent or minimize 
tuberculous infection and disease. It is only to 
be accepted within the limitations outlined as one 
of many procedures to be used in the control of 
tuberculosis. 
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Dr. Joseph Weinreb, who entered military 
service Oct. 20, 1940, received his discharge on 
March 8, 1946. His address is 21 Catherine St., 
Worchester, Mass. He held the rank of Lieu- 
tenant Colonel. 


ya 


Dr. Thomas L. Roberts, Jr., who entered mili- 
tary service March 5, 1941, received his discharge 
on Jan. 26, 1947. His address is 322 Blount 
Building, Ft. Lauderdale. He held the rank of 
Captain. 

4 

E.E.N.T. physician, well trained, wishes association 

with busy general practitioner or specialist. Write 69-17, 


P. O. Box 1018, Jacksonville 1, Fla. 


-—2 


PHYSICIAN WANTED: General Practitioner for 
high class tourist town. Population, Summer 400, Winter 
1,000. Have a clinic and could subsidize to a certain 
extent. Chance of a lifetime for the right man. Write 
to Box 444, Boca Grande, Florida. 








m 


pl 





™ wwe Ww TT & 





J. Frorioa M. A 
Jury, 1948 


39 





PUBLIC RELATIONS 





Legislative matters have priority billings in 
many programs of organized medicine for the 
present and for any foreseeable future. This status 
holds true on national, state and local levels. 
Next spring the Florida state legislature meets. 
Whether private enterprise, sound public health 
measures and the best medical service in the 
world withstand certain attack by proponents of 
compulsory health measures depends upon how 
well and accurately informed legislators are 
previous to that time. 

The legislative program of the Association is 
in the process of formation. Policies and proce- 
dures to be followed during the coming year are 
being given serious consideration by the Commit- 
tee on Legislation and Public Policy, under the 
direction of Dr. W. Duncan Owens, Miami Beach, 
chairman. 

Its decisions are certain to be predicated upon 
anticipated assistance by the legislative commit- 
tees of the various county societies. Local physi- 
cians can provide their own legislators with 
factual information which will enable them to 
make intelligent decisions on matters pertaining 
to public health and medicine generally. 

In this connection Bay County Medical 
Society followed a procedure which should pro- 
duce tangible results. The lawmakers who will 
represent Bay County in the next session of the 
state legislature were invited to a meeting of the 
society. The legislators assured the physicians 
that their opinions on health and medical meas- 
ures would be sought and given serious considera- 
tion. Actually, what was said at the meeting 
was probably rather insignificant compared to the 
value received from their getting better acquainted. 
Each group will understand the other better. This 
is public relations at work. 

Manatee County Medical Society has some- 


thing of the same nature on its program. Prob- 


ably neither society knew the plans of the other. 
It is interesting that both should arrive at similar 
conclusions on how best to serve the public and 
the medical profession. 

Marion County Medical Society has a 
smoothly functioning public relations program. 
The A.M.A. electrically transcribed programs 
available from the Academy of Public Medicine 
are being used. These are greatly enhanced and 
supplemented with additional “live” programs, 
the doctors themselves going on the air. The 
press is kept well informed. Since all this is 
done in conjunction with the county health de- 
partment, duplication and possible contradiction 
are avoided. Dr. Richard C. Cumming, Ocala, 
is the chairman of the public relations committee. 

At their meeting in St. Augustine the Board 
of Governors authorized a telegram to be sent 
to the Florida members of the Congress in Wash- 
ington protesting the proposed peacetime draft- 
ing of physicians. This action has caused con- 
siderable favorable editorial comment from the 
newspapers of the state. 

On the national level two recent events have 
definite public relations significance. The Na- 
tional Health Assembly in Washington, called 
by Federal Security Administrator Oscar R. 
Ewing, apparently did not terminate in the 
revival oi positive agitati.n for a compulsory 
program at this time, as was anticipated by many 
observors. 

Doctors of the country showed their unselfish 
public spirit to the nation in the recent meeting 
in Chicago to consider plans for organization of 
a medical relief program in case of national 
emergency. ‘This session was given wide news 
coverage by the press associations and radio 
commentators. Favorable editorial comment 
followed in the newspapers and on the air. Medi- 


cal public relations took a long step forward. 
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BIRTHS AND DEATHS 





BIRTHS 

Dr. and Mrs. Edward Gonzalez, Key West, announce 
the birth of a son on April 22, 1948. 

Dr. and Mrs. Edward C. Watt, Jacksonville, an- 
nounce the birth of a son, Edward Clements, Jr., on 
April 15, 1948. 

Dr. and Mrs. Cecil B. Brewton, Fernandina, announce 
the birth of a son, Cecil Bart, Jr., on April 24, 1948. 

Dr. and Mrs. John H. Mason, Jr., Miami, announce 
the birth of a son, John Bradford, on April 6, 1948. 

Dr. and Mrs. Marcus B. Bergh, Jacksonville, an- 
nounce the birth of a son on May 18, 1948. 

Dr. and Mrs. Stanley Frehling, Miami, announce the 
birth of a son, James, on April 16, 1948. 

Dr. and Mrs. Charles L. Shalloway, Miami Beach, 
announce the birth of a son, David Irwin, on April 
6, 1948. 


DEATHS—MEMBERS 


Dr. Ben D. Spears, Wauchula........................ April 25, 1948 
Dr. John D. Peabody, Asheville, N. C........ May 30, 1948 
Dr. Perry C. Farnell, Branford....................... June 5, 1948 


DEATHS—OTHER DOCTORS 
Dr. Walter M. Brunet, Brooklyn, N. Y.....Sept. 24, 1947 
Dr. Allen R. Howard, North Attleboro, Mass...June 4, 1947 
Dr. Charles N. Harper, New York, N. Y.....December, 1947 
Dr. Frank E. Kellner, Rome, N. Y................. Dec. 25, 1947 
Dr. Thomas J. Kemp, St. Louis ............ ..... January, 1947 
Dr. Theodore Lamson, Miami.................. ..Oct. 20, 1947 
Dr. George A. Lassman, New York, N. Y.....April 21, 1947 
Dr. Edward A. Stapleton, Albany, N. Y.........June 11, 1947 
Dr. Alonzo H. Waterman, Chicago... ....Nov. 26, 1947 
Dr. Joe S. Riley, St. Petersburg........................May 16, 1947 
Dr. William M. Goodson, Panama City....... May 27, 1948 





Dr. John Halliday, West Palm Beach............ April 28, 1948 
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Dr. Benjamin F. Dickens has opened offices 
in Fernandina for the practice of medicine dnd 
surgery. 


aw 


Twenty-four members of the Florida Medical 
Association were present at the organizational 
meeting of the Florida Obstetric and Gynecologic 
Society which was held on April 11, 1948 in St. 
Augustine. Dr. Chas. J. Collins of Orlando was 
elected president; Dr. Robert G. Nelson, presi- 
dent-elect, and Dr. Dorothy D. Brame, secretary- 
treasurer. The society plans to invite nationally 
recognized speakers to its annual meetings. All 
members of the Florida Medical Association in- 
terested in joining this organization should com- 
municate with Dr. Brame, 1235 Kuhl Avenue, 


Orlando. 
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The Southeastern Section of the American 
Urological Association has at its disposal a fund 
which is to be used to stimulate research on the 
problem of “Urinary Bladder Dysfunction.” The 
fund of $1,000 was donated by Mr. and Mrs. 
William R. McEwen of Ft. Lauderdale. An 
award of $250 will be made for the best essay 
presented before the annual meeting of the 
section in Boca Raton in March. The competi- 
tion is open to physicians who have been gradu- 
ated from medical school during the last ten 
years. Further information may be obtained 
from Dr. Russell B. Carson, Secretary-Treasurer, 
408 Sweet Building, Ft. Lauderdale. 


a4 


In observance of National Hospital Day, May 
12, Dr. Theodore J. Kaminski of Melbourne 
presented a short address on the Brevard Hos- 
pital over the local radio station WMMB. 


Pa 


Dr. Stanford Setnor has moved his offices 
from Tallahassee to Daytona Beach. He has 
opened his offices at 318 Seabreeze Boulevard 
for the practice of medicine and surgery. 
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Dr. Victor A. Hughes, who plans to resume 
private practice in Jacksonville soon, spoke re- 
cently at the annual Tri-City Meeting of the St. 
Louis, Chicago and Kansas City Gynecological 
and Obstetrical Societies. His subject was ‘“Car- 
cinoma of the Cervix.” For the past three years 
Dr. Hughes has been doing postgraduate work 
at Barnes and St. Louis Maternity Hospitals in 
St. Louis, where he is now resident obstetrician 
and gynecologist. 


Pa 


The youngest member of the Blue Shield 
family of plans, as reported on May 1, 1948, 
was Chicago Medical Service, in which approxi- 
mately 12,500 members were enroled during the 
first two weeks of this first enrolment in Chicago. 
This was the fifty-second member plan in Asso- 
ciated Medical Care Plans, the national associa- 
tion of Blue Shield plans. 
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Drs. Orion O. Feaster and Annette M. Feaster 
of St. Petersburg announce their retirement from 
the practice of medicine June 1. They wish to 
thank their friends for their loyalty throughout 
the years. 


4 


Physicians who practice in counties bordering 
on the Suwannee River met in Lake City on May 
14. The Suwannee River Medical Society was 
addressed by Dr. John A. Beals, president of the 
Duval County Medical Society and Chief of the 
Radiologic Department of St. Luke’s Hospital in 
Jacksonville. Dy. Beals discussed ‘The Uses and 
Limitations of Roentgen Examinations.” Sev- 
eral physicians on the staff of the Veterans Ad- 
ministration Hospital in Lake City were guests 
at the meeting. 


Pa 


Dr. S. Marion Salley of Miami has returned 
from Boston where he attended the thirty-fifth 
reunion of the staff of the Peter Bent Brigham 
Hospital. 
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Dr. Robert B. McIver of Jacksonville was 
the guest speaker at the May meeting of the Polk 
County Medical Society which was held in Lake- 
land. He spoke on “The Fused Kidney.” 


—s 


Dr. Joseph W. Scott, formerly of the Uni- 
versity Hospital, Iowa City, Iowa, now is associa- 
ted in the practice of obstetrics and gynecology 
with Dr. Ralph W. Jack of Miami. Their offices 


are located at 1700 Biscayne Boulevard. 
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Dr. Newell J. Griffith, formerly of Cleveland, 
now is associated with Drs. Wiley T. Simpson 
and Ivan W. Gessler in their practice in Winter 
Haven. Dr. Griffith recently completed a four 
months’ postgraduate course in internal medicine 
and pediatrics at New York Postgraduate School. 
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Dr. William P. Blackmon of Apalachicola has 
been received into membership of the Franklin- 
Gulf County Medical Society. His address is 
P. O. Box 157. 
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BREVARD 

The May meeting of the Brevard County 
Medical Society was held at the Florida Rapid 
Treatment Center in Melbourne. The physicians 
of the Florida State Health Department at the 
center were hosts. A number of unusual syphili- 
tic lesions were demonstrated on patients at the 
center. Dr. John A. Barger, chief medical offi- 
cer, presented a paper on the diagnosis and 
treatment of syphilis. Drs. John O. Rao and A. 
F. Reiter of Osceola County were guests at the 


meeting. 
y— 4 


BROWARD 
The 1948 dues have been received from the 
entire membership of the Broward County Medi- 
cal Society. 
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ESCAMBIA 

At the regular meeting of the Escambia 
County Medical Society which was held at the 
Pensacola Country Club on May 11, members of 
the military service of the United States Naval 
Hospital and Naval Air Training Bases and from 
Eglin Air Field were guests of the society. Dr. 
George W. Morse presided. 

Dr. Joseph W. Douglas introduced the guest 
speaker, Dr. J. H. Collins of the Department of 
Obstetrics and Gynecology, Tulane University 
School of Medicine. Dr. Collins presented a 
paper on the “Papanicolaou Technic for Cancer 
Detection in Body Fluids.” 

The business meeting was held a week later 
on May 18 at the San Carlos Hotel. Dr. Joe 
I. Turberville, president, conducted the meeting. 
Dr. John J. McGuire, chairman of the Cancer 
Control Clinic, reported 220 patients had been 
examined and 20 cases of cancer diagnosed during 
the past six months. A plea was made for in- 
creased interest through monthly conferences and 


presentation of cases. 
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Dr. Walter C. Payne reported that the Medi- 
cal Edition of the News Journal, sponsored by 
the society, would be published on June 13. 

Members were informed by a communication 
from the commanding officer of the 265th coast 
artillery battalion, N. G., that physicians and 
dentists who would be subject to the proposed 
selective service act of 1948 could be exempt by 
joining the local N. G. unit which has vacancies 
for one medical and one dental officer. 
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HILLSBOROUGH 
Dr. James J. Callahan, Professor of Bone and 
Joint Surgery, Loyola University, Chicago, pres- 
ented a paper on “Shoulder Lesions” at the May 
meeting of the Hillsborough County Medical 
Society. 


Pa 


INDIAN RIVER 
All members of the newly formed Indian 
River County Medical Society have paid Associa- 
tion dues for 1948. 


Pa 


JACKSON 
Jackson County Medical Society members 
have completely paid 1948 Association dues. 


4 


LEE 
All members of the Lee County Medical 
Society have paid their Association dues for 1948. 


y— 4 


MANATEE 
Members of the Manatee County Medical 
Society have paid 1948 dues to the Association. 
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MARION 


Dr. Henry L. Harrell reported for the Marion 
County Medical Society delegates to the Florida 
Medical Association at the society’s April meet- 
ing. Present at the meeting were Drs. William 
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H. Anderson, Jr., Hugh H. Barfield, Richard 
C. Cumming, Bertrand F. Drake, Henry L. Har- 
rel, Carl S. Lytle, William J. McGovern, 
Robert E. Thompson and Henry F. Watt of 
Ocala; Dr. Carroll T. Bowen of Bronson; Dr. 
William H. Garvin, Jr., of Dunnellon; Dr. 
Edwin C. Hanson of Belleview; Dr. Herbert M. 
Webb, Jr., of Wildwood. 


-— 4 


MONROE 
Monroe County Medical Society dues are 100 
per cent paid for 1948. 


Pa 


NASSAU 
Drs. John M. McDonald and Benjamin F. 
Dickens were elected to membership in the Nassau 
County Medical Society at its April meeting. It 
was decided at that time to meet regularly on the 
last Friday night of each month. 


ya 


PINELLAS 
The Pinellas County Medical Society held its 
June fellowship hour, dinner and meeting at the 


Army and Navy Club of St. Petersburg with Dr. 
M. Eldridge Black presiding. In the future, meet- 
ings will be held at the Bahama Shores Yacht 
Club and after the July meeting members will 
convene on the first Monday of the month. 

Dr. H. Milton Rogers presented a paper on 
“Congenital Heart Disease” and introduced a 
patient. He was assisted in his presentation by 
Drs. John H. Cordes, Jr., and John P. Ferrell. 

Dr. Black expressed the appreciation of the 
society to Drs. Orion O. and Annette M. Feaster 
who recently have retired from medical service. 

Dr. Lamar L. Knight and Dr. Julio J. Guerra 
were the principal speakers at the May dinner 
meeting of the society. They spoke on hyperten- 
sion and cancer reports. 








~~ as =" HM fF 


= 


J = - 


| Tn Ti nnn —_ mn? 2) 


~~ OF 


—— | -« 








Har- 
vern, 
t of 


yr. 
M. 


100 


au 


he 





- J. Fuortpa M. A. 





Jury, 1948 


ARE ORRIN 
AUGUSTUS EUGENE CONTER 


Dr. Augustus E. Conter of Apalachicola died 
on April 12, 1948, of a heart ailment from which 
he had been suffering for some time. He was 
76 years of age. 

Dr. Conter was born in Baden, Germany, and 
came to the United States at the age of 18 to 
study music. After several years in this country 
he entered Emory University and on April 4, 
1902, he received his medical degree from the 
Atlanta College of Physicians and Surgeons. He 
received postgraduate work at Polyclinic in New 
York and Tulane University. 

Among Dr. Conter’s possessions is a cer- 
tificate, dated March 31, 1903, which granted 
him the privilege of practicing medicine in the 
Territory of Oklahoma. From 1914 to 1918 he 
served as chief physician at the Florida State 
Hospital at Chattahoochee. He was a member of 
the Franklin-Gulf County Medical Society, a 
member of the Florida Medical Association 
which he served as a necrology committee mem- 
ber, and the American Medical Association. 

He had served in the Spanish American War, 
the Florida Troops and the National Guard 
Medical Reserve Corps. Dr. Conter was a 
charter member of the local council of the Knights 
of Columbus. 

He is survived by his wife, Mrs. Mary Ann 
Conter, and a daughter, Miss Alice Marie Con- 
ter, both of Apalachicola; another daughter, Mrs. 
Bernard F. Benning of New Orleans; and a son, 
Charles A. E. Conter of Troy, Ala. 


HARRY LEWINGTON MERRYDAY 


Dr. Harry L. Merryday, veteran physician of 
Daytona Beach, died on March 28, 1948, in 
Riverside Hospital, Jacksonville, following a heart 
attack. He was 62 years of age. 

Dr. Merryday was born in Palatka in 1884, 
the son of Mr. and Mrs. W. A. Merryday, who 
were prominent in the business circles of Palatka. 
In 1914 Dr. Merryday was married to Sallie 
K. Walton of Gallatin, Tenn. 

He was graduated from the University of 
Louisville School of Medicine in 1914 and was 
licensed to practice medicine during the same 
Merryday received postgraduate 


year. Dr. 
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courses at the Harvard Medical School in Boston. 
He was a member of the Volusia County Medical 
Society, the Florida Medical Association and was 
a fellow of the American Medical Association. He 
was a past president of the Halifax District 
Hospital staff. 

Dr. Merryday was a charter member of the 
Daytona Beach Rotary Club, a member of the 
selective service advisory board and a past di- 
rector of the Daytona Beach Chamber of 
Commerce. 

In addition to his widow, he is survived by a 
daughter, Martha, and a son, Harry, of Daytona 
Beach, and a brother, Harlow, of Palatka. 


JOHN HENRY THOMAS 


Dr. John Henry Thomas of Gainesville died 
on April 9, 1948, of acute pancreatitis. He was 
in attendance at the Southeastern Surgical Con- 
gress at Hollywood, Fla., when taken ill and 
died in the Jackson Memorial Hospital in Miami. 
He was 40 years old. 

The son of the late Major W. R. and Katherine 
Kraus Thomas, a prominent pioneer family of 
Gainesville, Dr. Thomas, was born on Sept. 13, 
1908. He was a lifelong resident of Gainesville and 
a graduate of the local high school and the Uni- 
versity of Florida. He was enroled at the Jeffer- 
son Medical College of Philadelphia from which 
he received his degree in 1935. Dr. Thomas 
served his internship at the Jackson Memorial 
hospital in Miami. Since 1937 he had lived and 
practiced in Gainesville where he was a staff 
member of the Alachua County Hospital. 

Dr. Thomas was a member of the Alachua 
County Medical Society, the Florida Medical 
Association which he served as a member of the 
venereal disease committee, and the American 
Medical Association. He also was a member of 


_the Alpha Sigma Medical fraternity, the H. A. 


Hare Medical Society, the Schaeffer Anatomical 
Society, the Bauer Pediatrics Society and the 
Acre Medico Association. 

He is survived by three children, Anne, Pene- 
lope and Priscilla Thomas, two brothers, Clarence 
S. and Philip E. of Gainesville, and a sister, Mrs. 
Samuel W. Hawkins of Atlanta. 
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HILLSBOROUGH AUXILIARY RECOGNIZED 

The Hillsborough County Medical Society 
Auxiliary is one of the newest in the state and 
its outstanding work is recognized in Tampa’s 
monthly magazine, First, from which the follow- 
ing is quoted: 

“To take recognition of those legions of brave 
and unselfish women who daily are performing 
great service to all of us in the community, First 
will nominate in each issue our ‘Woman of the 
Month!’ Service to the community will be the 
determining factor in these selections. Our first 
‘Woman of the Month’ is Mrs. E. F. Shaver, wife 
of a prominent Tampa physician. This issue 
contains the story of Mrs. Shaver and the work 
being done among spastic paralytics by the 
organization of physicians’ wives of which she 
is president.” 

Mrs. C. D. Rollins 
Editorial Chairman 
aw 
HILLSBOROUGH COUNTY MEDICAL AUXILIARY 
MEETING 

A recent meeting of the auxiliary was con- 
ducted by Mrs. Edward F. Shaver with a record 
number of members in attendance. Mrs. Ken- 
neth G. Gould read the delegate’s report concern- 
ing the state convention. 


waar 
The auxiliary, taking as its project the Bay- 
side School of Spastic Children and the Lomax 
Orthopedic Class, the first school for crippled 
Negro children in Hillsborough County, has 
given 621 hours of service to the spastic schools. 
Auxiliary members work in close cooperation with 
the Bayside School staff giving practice steps 
for physiotherapy purposes, and collecting and 
contributing various needed articles. The chil- 
dren were also given a Christmas party and an 
Easter egg hunt. Members also have assisted in 
Red Cross, Community Chest, Tuberculosis 
X-Ray Survey, and Crippled Children’s drives. 
Mrs. C. Frank Chunn was appointed chair- 
man of a special committee for collecting and 
sending discarded journals, medicines and surgi- 
cal supplies to the Overseas Medical Relief Com- 
mittee. Mrs. Herschel G. Cole, Mrs. John R. 
Boling and Mrs. David R. Murphey, Jr., pre- 
sented completed plans for a barbecue and enter- 
tainment to be given in honor of Doctors on 
Doctor’s Day. 
Mrs. Harold O. Brown presented Dr. Joshua 
C. Dickinson who introduced the guest speaker, 
Mrs. Malcolm Smith. She spoke on cancer control. 
A luncheon was served and the meeting was 
adjourned. 
Mrs. Ann F. Massaro, Secretary 
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/...now endemic in the U.S.? 


} 4 


} iy) “ ~~.) Formerly considered a tropical disease, amebiasis is more 
recently reported’? as “extremely common” and even 
_ >) i 1 “endemic” in this country. 

ante Because early treatment has such an important bear- 

"Fe ing on prognosis, investigators stress the importance of 

prompt recognition through careful stool examination. 

Destructive to the cysts of Endamoeba histolytica and 

especially valuable in sterilizing “cyst-carriers” is the high- 
iodine-containing amebacide, DIODOQUIN. 

Diodoquin® “is well tolerated....It can readily be taken 

by ambulant patients and, therefore, eliminates the 


necessity of hospitalization.” 


SEARLE DIODOQUIN. 


RESEARCH . “ (5, 7-diiodo-8-hydroxyquinoline) 


IN THE SERVICE 
OF MEDICINE 





1. Chalgren, W. S., and Baker, A. B.: Tropical Diseases: Involvement of Nervous System, 
Arch. Path. 41:66 Jan.) 1946. 

2. Browne, D.C.; McHardy, G., and Speliberg, M.A.: Statistical Evaluation of Amebiasis, 
Gastroenterology 4:154 (Feb.) 1945. 

3. Manson-Bahr, P.: Some Tropical Diseases in General Practice: “A Post-War Legacy,” 
Glasgow M. J. 27:123 (May) 1946. 
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How to Live 
Longer 


Someone asked Pappy Miller last 
week how he stayed so spry at ninety. 
Pappy told him: 

‘Well, sir—when I work, I work 
hard. When I set, I set loose. When 
I think, I go to sleep.” 


According to Doctor Hollister, that 
formula isn’t far amiss. ‘‘Hard work,” 
he says, ‘‘never wore out anyone before 
his time, providing he knew how and 
when to relax.” 


Hollister himself works overtime, 
with his daytime patients at the office, 
and his evening calls. And when he 
gets home he takes it easy with a 
mellow glass of beer and chats with 
the missus until it’s time to go to bed. 


From where I sit, relaxing is cer- 
tainly a fine art—especially in these 
tense, fast-moving times. And there’s 
nothing just quite like a temperate 
glass of beer—enjoyed with pleasant 
company —to restore that easy frame 
of mind that one really needs after a 
hard day’s work. 


Gre Yess 


Copyright, 1 948, United Stutes Brewers Foundation 
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| BOOKS RECEIVED | 





HIsTORY OF THE MEDICAL SOCIETY OF THE CouNTy 
oF WESTCHESTER 1797-1947, By Laurance D. Redway, 
M.D., Pp. 193. New York: Medical Society of the 
County of Westchester, 1947. 

As a feature of the Sesquicentennial Celebration of 
the Medical Society of the County of Westchester, in 
the state of New York, a history of the society was 
prepared by its historian, Dr. Laurance D. Redway. This 
compilation from the available minutes and various 
contemporary sources during the years for which the 
minutes were lost elaborates upon the sketch prepared 
by the preceding historian for the one hundred and 
twenty-fiith anniversary celebration and also covers the 
period from 1922 to 1947. This record of the landmarks 
of progress and accomplishment of this society is a 
valuable contribution to the annals of medicine. Antici- 
pating the American Medical Association by no less than 
half a century, this early county society started with 
eight members and now has over one thousand. 


sw 


PSYCHOBIOLOGY AND PSYCHIATRY, A TEXTBOOK OF 
NORMAL AND ABNORMAL HuMAN BeEuHavior. By Wen- 
dell Muncie, M.D. Ed. 2. Price, $9.00. Pp. 620 with 70 
illustrations. St. Louis: The C. V. Mosby Company, 1948. 

This valuable textbook is the first comprehensive and 
authoritative presentation in book form embodying the 
teachings of Dr. Adolf Meyer and coming out of the 
Johns Hopkins University and the Phipps Psychiatric 
Clinic. It is now organized in three parts. They cover 
the concept of psychobiology and the fundamentals of 
human behavior; the pathology of human behavior, in- 
cluding a discussion of the Meyerian terminology; and 
the treatment of abnormal behavior reactions. 

This second edition has been extensively edited in 
the light of what the author has found useful as con- 
cepts and as practice in the recent years during which 
psychiatry has been put to the severest tests. His ap- 
proach embodies the Meyerian ideals: “Know thy neigh- 
bor as thyself; give new ideas a chance; cultivate a 
sense 01 history!” The practicality of the volume is 
reflected in the author’s statement in the preface: “As 
a practitioner, it has been my constant effort to test 
theory and to strip from my service to patients the 
academic chaff of words, cliches, and hallowed tradi- 
tions. The living sufferer in the consulting room reduces 
the most minute history and the most treasured  con- 
cepts, by comparison, to a desiccated, boneless mass unfit 
even for statistics.” 

Thus in one comprehensive text are offered the es- 
sential tools with which to work out the many and 
varied problems of mentally disturbed and disorganized 
patients. 


p24 


Tux Barthe or THE COoNscIENCE, A PSYCHIATRIC 
Srupy oF THE INNER WoRKING OF THE CONSCIENCE. By 
Kdmund Bergler, M.D. Price, $3.75. Pp. 296. Washington: 
Washington Institute of Medicine, 1948 

That everyone harbors an inner conscience and is 
constantly under its influence is the intuitive and con 
soling belief of humanity, abundantly confirmed by 
psychiatric-psychoanalytic research. The basis of this 
book rests upon the conclusion that every human action 
and reaction, in so far as it is influenced by the uncon- 
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scious, contains a large element of this unconscious 
inner conscience. 

The author describes the devious unconscious bargains 
with which three groups of persons—the normal, the 
neurotic and the criminotic—appease their inner con- 
sciences. He depicts unconscious conscience as a force 
so dynamic as to be the decisive part of the personality 
and not at all identical with conscious precepts popularly 
misunderstood as the whole conscience. In it he finds 
the guide to success or failure, happiness or depression, 


love or loneliness. 


ADVANCES IN Minitary Mepicinet Made by American 
Investigators Working Under the Sponsorship of The 
Committee on Medical Research. Price, two volumes, 
$12.50. Pp. 900. Boston: Atlantic—Little, Brown, 1948. 

This two volume work, the fourth in the series on 
Science in World War II giving the history of the 
Office of Scientific Research and Development, describes 
the achievements of medical men and their associates in 
research, the tremendous effects of which are now be- 
ginning to be felt throughout the fields of medicine and 
public health. This official record of medical progress 
during the war tells how some 1,700 physicians and 3,800 
scientifically trained researchists associated with the 
Committee on Medical Research were mobilized for 
the battle against disease and injury, what they did 
and how they did it, and—of greater importance 
perhaps—what yet remains to be accomplished. 

The members of the Committee on Medical Research 
who edited this story of the specialists in the respective 
fields of study and activity are: Medicine, Dr. E. Cowles 
Andrus, Johns Hopkins Hospital; Surgery, Dr. John S. 
Lockwood, Columbia University; Aviation Medicine, Dr. 
Detlev W. Bronk, University of Pennsylvania; Physi- 
ology, Dr. Joseph T. Wearn, Western Reserve University ; 
Chemistry, Dr. Milton C. Winternitz, Yale University ; 
Malaria, Dr. George A. Carden, Jr., Columbia Uni- 
versity; and Penicillin, Dr. Chester S. Keefer, Massa- 
chusetts Memorial Hospitals. There is a complete 
bibliography, and the list of all OSRD medical research 
contracts contains the names of hundreds of teams of 
physicians and allied scientists who carried on the vast 


campaign in hospitals, laboratories and field camps. 





J.K. ATTWOOD, Pharmacist 


Medical Arts Building 
1022 Park Street 
JACKSONVILLE 4, FLORIDA 


BIOLIGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 
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4 OBJECT: 
DRAINAGE 


In discussing the management of 
chronic cholecystitis without 
stones, Albrecht states: 
**The object of the medical 
procedure is to assist in drain- 


ing an infected organ.”’* 


The specific hydrocholeretic 
action of Decholin (chemically 
pure dehydrocholic acid) accom- 
plishes this purpose. 

Decholin induces bile secretion 
which is thin and copious, flush- 
ing the passages from the liver to 
the sphincter of Oddi, and carry- 
ing away infectious and other 
accumulated material. 

How Suppuiep: Decholin in 334 
gr. tablets. Packages of 25, 100, 
500 and 1000. 


*Albrecht, F. K.: Modern Management in Clinical 
Medicine, Baltimore, The Williams and Wilkins 
Co., 1946, p. 170 
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Imfelige and eclhyma usually sespond safudlly to topical Furacin 


therapy. Good results have been reported in 49 of 55 cases of impetigo!-*-3 and in several cases of impetigo 
about infected wounds. Ecthyma responded favorably in 19 of 24 cases.1:2 Cure of these pyodermas is often 
effected within eight days. Furacin N.N.R., brand of nitrofurazone, is available as Furacin Soluble Dressing 
and as Furacin Solution, both containing 0.2 per cent Furacin® These preparations are indicated for topical 
application in the prophylaxis or treatment of infections of wounds, second and third degree burns, cutaneous 


ulcers, pyodermas and skin grafts, Literature on request. EATON LABORATORIES, INC., NORWICH, N.Y. 


1. Downing, J. G., Hanson, M. C. and Lamb, M.: Use of 5-Nitro-2-Furaldehyde Semicarbazone in Dermatology, J.A.M.A. 
132:299, 1947 * 2, Robinson, H. M. and Robinson, H. M., Jr.: The Comparative Values of Some New Drugs in the Pyo- 
dermas, South. M. J. 40:409, 1947 © 3. Miller, J., Rodriquez, J. and Domonkos, A.: Evaluation of Penicillin in Topical 
Therapy, New York State J. Med. 47:2816, 1947 * 4, McCollough, N. C.: Treatment of Infected War Wounds with a 
Nitrofuran. Indust. Med. 16:128, 1947, 
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Ophthalmoscopic Observations in Hypertension 
and Their Import 


SHALER RICHARDSON, M.D. 
JACKSONVILLE 


A general knowledge of disease processes and 
detailed knowledge regarding the ophthalmologic 
features of disease are of vital importance in 
ophthalmologic diagnosis in innumerable _ in- 
stances. In hypertension these basic requirements 
are of particular value and they enable the 
ophthalmologist to render great assistance to the 
general practitioner, the internist, the urologist, 
the obstetrician and the surgeon in the diagnosis 
and handling of such cases. 

The ocular fundus is the screen on which may 
be observed with the ophthalmoscope the numerous 
pathologic conditions that may affect the vascular 
system. The value of ophthalmoscopy is, how- 
ever, frequently overlooked as a diagnostic and 
prognostic procedure. The purpose of this paper 
is to review briefly the findings that may be of 
help in establishing a diagnosis and making a 
prognosis from observations of the retinal vas- 
cular system. The retinal vessels are micro- 
scopic in size, but with the ophthalmoscope they 
may be readily studied because the media of the 
eye magnify the image about fifteen times. 


CHANGES VISIBLE IN THE OCULAR FUNDUS 

Although generalized hypertension may exist 
for a long time without appreciable evidence 
appearing in the retinal vessels, it is nevertheless 
true that a generalized narrowing of the retinal 
arterioles and localized constriction indicate ele- 
vated general blood pressure. At the outset, this 
localized constriction may arise from “spasm” 
and may disappear, but its persistence for any 
length of time points to an organic change indicat- 
ing that similar changes are probably present in 
other arteries of the body, with resulting elevation 
of the general blood pressure.* 

In many hypertensive states, such as early 
benign hypertension, malignant hypertension and 
toxemia of pregnancy, focal constriction, commonly 


_ Read before the Florida Medical Association, Seventy- 
Fourth Annual Meeting, St. Augustine, April 11-14, 1948. 


called angiospasm or vasospasm, is the first oph- 
thalmoscopic finding. The mechanism in the de- 
velopment of this focal constriction of the arteriole 
is as yet undetermined. This early change is 
manifested by deviation in the normal arterio- 
venous ratio of 2:3. Constriction may cause the 
veins to appear two or three times the size of their 
accompanying arteries, and it becomes impossible 
to follow the arterioles to the periphery of the 
fundus; or, a segment of a vessel may appear 
spastic, making the change in caliber of the nar- 
rowed portion easily discernible. 

When focal constriction persists, organic 
changes gradually take place, producing arteriolar 
sclerosis. The first sign of sclerosis visible ophthal- 
moscopically is a widening of the light reflex, 
which may give the vessel a copper wire appear- 
ance. With progressive degeneration, proliferation 
within the retina causes irregularity of the lumen, 
often called beading. Later, sheathing and narrow- 
ing follow, and the vessels may eventually appear 
as silver wires. Too, the veins become involved in 
the sclerosing process at their intersection with 
arteries, and such crossing phenomena as dis- 
placement and compression of the soft vein by 
the sclerosed arteriole are observed. The size 
relationship between artery and vein becomes 
an important consideration, for sclerosis tends to 
cause a narrowing of the arterioles which may 
alter the normal arteriovenous ratio from 2:3 to 
1:3, or more. As further evidence of hypertensive 
vascular disease, the arterioles may become more 
tortuous, especially in the macular region, and 
the entire arterial tree may appear attenuated.” 

Focal constriction, which may accompany as 
well as precede sclerosis, is easily differentiated." 
Uncomplicated, it is accompanied by little loss of 
transparency, the color of the arterioles is normal 
(the “reflex stripe” is not exaggerated), and there 
is no arteriovenous compression. Although the 
exact time of onset of organic change in a spastic 
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vessel cannot be accurately determined, some 
compression of the vein is convincing evidence 
that arteriolar sclerosis is present. Since hyper- 
tension, regardless of its etiology, affects blood 
vessels in the same way, indicaticns of arterio- 
sclerosis observed ophthalmoscopically point to 
similar involvement of other organs, it may be 
assumed, at least to some degree. 

In hypertensive retinopathy” retinal hemor- 
rhages, cottonwool patches and edema are charac- 
teristic. Hemorrhages into the retina, located 
as they are in the nerve fiber layer, are usually 
flame-shaped. Frequently they may be observed 
in close relationship to an arteriole; less often, in 
round or irregular shape they occur in the deeper 
layers of the retina. The cottonwool patches, 
preferably no longer termed exudates, are fluffy, 
superficially placed, grayish or yellowish white 
plaques. The powdery flecks, which are the 
more punctate, more deeply placed, white or glis- 
tening spots, are also, and perhaps more appro- 
priately, described as edema residues; they may be 
isolated or may be grouped at times into clumps 
resembling plaques or patches. If the radiating 
nerve fibers in the macular area become separated 
by edema or occupied by many small, round 
degenerative lesions, a starlike figure is observed. 
When the edema residues are grouped appropri- 
ately around the fovea, the resulting macular 
star may be complete or incomplete. 

Associated with papilledema are pronounced 
focal constriction, arteriolar sclerosis in varying 
degree, hemorrhages, cottonwool patches and 
edema residues. In its early stages, the presence of 
this sign is not easily determined. The first 
indication is disappearance of the physiologic cup, 
followed by blurring of the margins of the disk. 
With progression of the process, the disk becomes 
elevated by a measurable amount, and extension 
of the edema to the surrounding retina may make 
observation of the arterioles difficult. The oph- 
thalmoscopic picture of white lines on either side 
of a vessel arises from filling of the perivascular 
lymph spaces. The increased pressure in the 
optic nerve causes the veins to become dilated 
and tortuous and to appear darker than normal. 


CLASSIFICATION 


The proper interpretation of retinal lesions 
in vascular hypertension is dependent on a basic 
classification. Numerous authors have offered 
classifications that have received more or less 
recognition.” 


Recently, a committee of the 





VotumME XXXV 
NuMBER 2 


American Ophthalmological Society prepared a 
report,” which has just become available, in which 
the nomenclature has been standardized and the 
vascular changes graded in four groups. If 
physicians of whatever specialty will join the 
ophthalmologists in familiarizing themselves with 
this classification and promoting its use, such 
mutual exploration of the existing knowledge of 
this key to hypertensive disease and its treat- 
ment will be beneficial to practitioners and pa- 
tients alike, will foster understanding and co- 
operation between specialists, will avoid con- 
fusion and will bring about its general acceptance. 

Ten basic principles in the study of the retinal 
complications of cardiovascular renal disease with 
hypertension are set forth in this report: 

1. Ophthalmoscopically visible arterial ves- 
sels of the retina should be designated as arteri- 
oles. 

2. The three distinct types of alteration oc- 
curring in the retinal arterioles in the different 
phases of hypertensive disease are: (a) general- 
ized narrowing, (which represents probably the 
generally increased tone of the arteriolar system) ; 
(b) sclerosis, or organic thickening of the wall of 
the arteriole; and (c) focal constriction, or 
“spasm.” 

3. In hypertensive or renal disease the term 
“retinopathy” describes the usually abruptly de- 
veloping involvement of the retina characterized 
by serous and hemorrhagic extravasations into 
and under the retina. The serous extravasation 
may be represented by diffuse edema, localized 
‘“cottonwool” patches, or the more chronic punc- 
tate deposits considered to be the late results or 
residues of edema, including “macular star” for- 
mation. When edema of the nerve head is asso- 
ciated with the retinopathy, the terms “neuro- 
retinopathy” or “retinopathy with papilledema” 
are acceptable. 

4. Other distinctive lesions seen in the retina 
in association with hypertension, arteriolosclerosis 
and arteriosclerosis, such as venous, arterial and 
arteriolar closures, and hemorrhagic and edematous 
lesions originating from organic lesions in the 
choroidal vessels, should be so designated and not 
included under the term “hypertensive retin- 
opathy.”” Designations such as “hemorrhagic in- 
farct” and “ischemic infarct” are advisable in 
order to distinguish the conditions to which these 
terms are applied from those known by the term 
“retinopathy.” 

5. The component elements of “retinopathy” 
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are basically identical in all forms of hyperten- 
sive and renal disease. 

6. Various combinations of the individual 
lesions listed as being found in the retina and in 
its vessels make up the ophthalmoscopic pictures 
characteristic of the several classified types of 
hypertensive and renal disease. 

7. Careful determination of the types of 
changes visible in the arterioles of the retina is 
essential for diagnostic and prognostic evaluation 
of the hypertensive disease. 

8. “Grading” of the severity of the arteriolar 
lesions is of value, especially in determining the 
advisability of surgical treatment and in evaluat- 
ing progression of the lesions, but not as essential 
ordinarily as is proper identification of the types 
of the lesions. 

9. Although constriction of the systemic 
arterioles in response to some circulating vaso- 
pressor substance, or to a central reflex mechan- 
ism, may be a factor in initiating the rise of blood 
pressure, the elevation of the blood pressure in 
itself is nevertheless the most essential factor in 
production of the arteriolar and retinal lesions. 
Practically identical lesions can, therefore, occur 
both in primary “essential” hypertension and in 
hypertension secondary to acute or chronic glomer- 
ulonephritis, toxemia of pregnancy, unilateral 
atrophic kidney, pyelonephritis, pituitary ba- 
sophilism, adrenal tumor, periarteritis nodosa and 
the like. 

10. When focal constriction (‘‘spasm’’) of the 
arterioles is uncomplicated, the color of the arteri- 
oles is normal (the “reflex stripe” is not exag- 
gerated) and arteriolovenous compression is not 
present. In many cases of chronic hypertension in 
which ‘“‘spasm” is combined with, or superimposed 
on, arteriolosclerosis, the presence of “spasm,” 
past or present, is indicated by excess constric- 
tion of the caliber of the arteriole in its entire 
course or in focal segments. 

In view of objection, particularly among 
pathologists, to use of the term “exudate” as re- 
gards the retina, it is suggested that the more 
descriptive terms ‘“cottonwool patches” and 
“powdery flecks” or perhaps preferably “edema 
residues” supplant this term, but that the term 
“macular star” be retained. Dropping the terms 
“arteriosclerotic retinopathy” and “arterioloscle- 
rotic retinopathy” in favor of an accurate differ- 
ential diagnosis is advised, since the punctate 
hemorrhages and punctate white areas usually 
so designated are likely to be end results either of 
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venous occlusion or hypertensive retinopathy; at 
times they are of diabetic origin. For the diagnosis 
of retinopathy, the presence of either cottonwool 
patches or edema or edema residues is requisite. 

The following terminology of lesions of retinal 
vessels associated with vascular hypertension is 
suggested: 
Arterioles 

Generalized narrowing 

Focal constriction or “spasm” 

Generalized sclerosis 

Focal sclerosis 

Sheathing 

Occlusion 
Arteries 

Sclerosis of central artery 

Occlusion of central artery 
Veins 

Stasis 

Sclerosis 

Sheathing 

Occlusion of a tributary vein 

Occlusion of central vein 
Choroidal arteries 

Sclerosis 

The terminology of associated retinopathies 
includes: 
Retinopathies 

Retinopathy of acute hypertension 

Retinopathy of chronic progressive hyperten- 


sion 

Retinopathy of terminal malignant —hyper- 
tension 

Retinopathy of acute hypertension in glo- 
merulonephritis 


Retinopathy of chronic progressive hyperten- 
sion in glomerulonephritis 
Retinopathy of terminal malignant hyperten- 
sion in glomerulonephritis 
Suggested grading of lesions of retinal arteri- 
oles follows: 
Generalized narrowing of arterioles 
Grade 1. Reduction of caliber of arterioles 
to 34 average caliber of veins. 
Grade 2. Reduction of caliber of arterioles 
to % average caliber or 4% caliber of veins. 
Grade 3. Reduction of caliber of arterioles 
to 44 average caliber or “4 caliber of veins. 
Grade 4. Arterioles threadlike or invisible. 
Focal constriction or focal sclerosis of arterioles 
Grade 1. Localized narrowing to *% caliber 
of proximal segment of arteriole. 
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CLASSIFICATION OF VASCULAR HYPERTENSION 


TERMINOLOGY 
Neurogenic hypertension 


Acute hypertension (“‘angiospastic’’) 


Chronic nonprogressive (“benign’’) hypertension 


Chronic progressive hypertension 


Terminal malignant hypertension 


DIAGNOSTIC LESIONS IN RETINA 

None, even in cases of considerable duration, ex- 
cept perhaps mild generalized narrowing of 
arterioles. 

No arteriolosclerosis. 

Generalized narrowing of arterioles. 

Focal constrictions in arterioles. 

Edema of retina, cottonwool patches, hemorrhages 
(usually). 

Edema of disk (often). 

May terminate in recovery, in chronic hyperten- 
sion or in rapidly progressive (fulminating) 
malignant hypertension. 

Only mild generalized narrowing of arterioles 
(grade 1 or 2) if seen in early years. 

Also mild generalized arteriolosclerosis (grade 
1 or 2) if seen after several years’ duration of 
the hypertension. 

At times ischemic or hemorrhagic infarctions of 
retina. 

Always generalized arteriolosclerosis. 

Generalized narrowing of arterioles. 

Focal constrictions in arterioles. 

At times focal arteriolosclerosis. 

At times cottonwool patches and hemorrhages in 
retina. 

Always generalized arteriolosclerosis. 

Always papilledema. 

Generalized narrowing of arterioles. 

At times focal arteriolosclerosis. 

Usually edema of retina, cottonwool patches and 
hemorrhages. Often residues of edema in form 
of macular stars or scattered, punctate de- 
posits. 





Grade 2. Localized narrowing to ¥% caliber 
of proximal segment of arteriole. 

Grade 3. 
of proximal segment of arteriole. 

Grade 4. 
constriction (or in case of focal sclerosis 


Localized narrowing to ¥ caliber 
Arteriole invisible beyond point of 


visible only as a thin, fibrous cord). 
Generalized sclerosis of arterioles 


Grade 1. 
of the arterioles; mild depression of the 


Brightening or increased luster 


veins at the points of arteriolar crossing, 


with reduction in visibility of those por- 





tions of the veins which underlie the cross- 
ing arterioles. 
Grade 2. Burnished coppery color of the 
arterioles, with definite depression of un- 
derlying veins, widening of the apparent 
arteriolovenous crossing spaces and almost 
complete invisibility of those portions of 
the veins which underlie the crossing 
arterioles. 
Grade 3. Polished silver color of the arteri- 
oles, widening of the apparent arteriolo- 


venous crossing spaces with a change in 
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the course of the veins (“right-angled 
crossings”), complete invisibility of those 
portions of the veins which underlie the 
crossing arterioles and distal dilatation of 
the veins. 


Grade 4. Arterioles visible only as fibrous 

cords, without blood stream. 

In estimating the ratio of arteriole to vein, 
the decision as to whether the retinal arterioles 
are pathologically narrowed has to be based, to a 
certain extent, on the examiner’s visual memory 
of the absolute size of normal arterioles and veins. 
The ophthalmoscopist becomes so familiar with 
the normal picture that he is able to compare the 
appearance of any abnormal condition he en- 
counters with a retained mental impression of the 
normal as well as if he had the two pictures side 
by side. In fact, so valuable is this mental im- 
pression that it becomes his most useful posses- 
sion. It is a product of long experience that makes 
his assistance indispensable to inexperienced ob- 
servers or other specialists less well trained. 

The committee’s classification of vascular hy- 
pertension is here reproduced in full. Any of the 
varieties or phases of hypertension included in 
this classification, except the neurogenic variety, 
may be primary (“essential”) or may be second- 
ary to some demonstrable causative lesion or 
disease. 

DIAGNOSIS AND PROGNOSIS 

In their study of the retina in surgical cases 
of primary hypertension, Wagener, Cusick and 
Craig’ concluded that a careful estimate of the 
grade of the sclerotic changes in the retinal arteri- 
oles is of value in determining the suitability of 
individual patients for surgical treatment in hyper- 
tensive disease. In their series of cases the pro- 
portion of good results dropped from 40 per cent in 
those without retinal arteriolosclerosis to 9 per 
cent in those with pronounced retinal arteriolo- 
sclerosis; the percentage of failure rose from 20 
per cent in patients without retinal arteriolo- 
sclerosis to 82 per cent in those with pronounced 
retinal arteriolosclerosis. 

These authors also noted improvement in the 
retinal lesions during the immediate postopera- 
tive period in 30 per cent of the cases and ob- 
served that essentially the same percentage of 
improvement seemed to be maintained in those 
cases in which the patient was observed for an 
appreciable length of time following the opera- 
tion—34 per cent in their series. They did not 


. 
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observe improvement in the sclerotic or structural 
lesions in the retinal arterioles. An increase in 
the grade of arteriolosclerosis was noted in a few 
cases at varying periods following operation. 


In discussing this study, Lillie’ urged acquaint- 
ance with a basic classification of hypertension 
founded on ophthalmoscopic observations. He 
stressed the two important facts that patients 
with the severest type of hypertension—malignant 
hypertension—gain little or nothing from the 
sympathetic operation and that those having 
retinal arteriolar changes without retinopathy 
obtain the best surgical results. 


In response to my inquiry last month at sev- 
eral medical centers, Dr. A. Earl Walker’® of the 
Division of Neurological Surgery of The Johns 
Hopkins Hospital replied that while he does not 
believe that there is any absolute contraindica- 
tion for sympathectomy in so far as the fundal 
findings are concerned, the experience there in- 
dicates that patients with severe papilledema and 
retinal hemorrhages are much more apt to have 
cerebral complications than those with a fundus 
more normal in appearance. He added that in 
a doubtful case from the surgical standpoint, the 
presence of these pronounced retinal changes has 
been considered a contraindication to operation. 


The decision regarding termination of preg- 
nancy may depend upon ophthalmoscopic ob- 
servation of retinal changes when hypertension 
complicates pregnancy. Proper interpretation of 
these findings often aids in differentiating the 
type of toxemia present. In pre-eclampsia and 
eclampsia, according to Hallum,” the outstand- 
ing change is focal constriction of the arterioles, 
both localized and generalized, and the degree of 
constriction is usually in proportion to the severity 
of the toxemia. With severe focal constriction, 
retinopathy appears. Such spastic changes occur 
as a rule in the last trimester of pregnancy, most 
frequently in primiparas, especially young primip- 
aras. If the focal constriction does not exist 
long enough to cause organic changes in the walls 
of the arterioles throughout the body, the blood 
pressure returns to normal within a few days after 
delivery and remains so, and the retinal arteri- 
oles soon resume their normal caliber. If, how- 
ever, progress of the disease cannot be controlled 
by conservative measures, pregnancy should be 
terminated. Fortunately, ophthalmoscopic exam- 
ination of the retinal vessels provides an index 
to the degree of vascular change.*””* 
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In general, the prognosis for a patient with 
essential hypertension is usually good in the ab- 
sence of retinopathy. It immediately becomes 
poor, of course, when hemorrhages, cottonwool 
patches and powdery flecks are present. These 
lesions indicate extensive vascular damage even 
though it may not be apparent in the retinal ves- 
sels. The gravest sign is the appearance of papil- 
ledema, since it is associated with malignant 
hypertension. 


SUMMARY 

Ophthalmoscopic observations in  hyperten- 
sive disease are described through the progres- 
sive stages of focal constriction, arteriolosclero- 
sis and retinopathy. The salient features of a 
basic classification of these findings and standard- 
ization of nomenclature as advocated in a recent 
report of the committee on Classification of 
Hypertensive Disease of the Retina of the Ameri- 
can Ophthalmological Society are reviewed. It is 
highly desirable that ophthalmologists and other 
physicians familiarize themselves with this classi- 
fication and this terminology sufficiently to make 
practical use of them and aid in their widespread 
adoption. 

The import of ophthalmoscopic observations 
in the diagnosis and prognosis of hypertensive 
states is discussed. Their particular value in in- 
dicating the advisability of sympathectomy and 
of termination of pregnancy is reiterated. 

Ophthalmologists who fail to learn properly to 
classify hypertension from the retinal changes 
miss perhaps the most interesting phase of medical 
ophthalmology. The ophthalmoscopist is able to 
observe these changes in an objective manner, 
and, as Lillie’ remarked, when they are classi- 
fied correctly, one need not be swayed by sub- 
jective symptoms. Thus the ophthalmologist 
thoroughly trained in opthalmoscopy has the op- 
portunity to be of great aid to his colleagues in 
evaluating their cases of hypertensive disease. 
The general practitioner, the internist, the ob- 
stetrician, the urologist and the neurosurgeon 
likewise are privileged to avail themselves of the 
assistance ‘of a competent ophthalmoscopist with 
the requisite knowledge and experience to classify 
these cases and give advice regarding their man- 


agement. 
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This is the first of four papers of a symposium on 
“Hypertension” presented at the second Scientific Assembly 
at the St. Augustine Convention in April. Subsequent 
papers are scheduled for publication in early issues of The 


Journal. 


Discussions of the entire symposium will be published 


at the end of the fourth paper. 
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Dicumarol in Acute Myocardial Infarction: 
Its Use in a Small Controlled Series 


HEnNry Futter, M.D. 
LAKELAND 


The value of anticoagulants in the treatment 
of acute myocardial infarction has not been proved 
incontrovertibly. The rationale for their use is 
clear. First, they might prevent extension of the 
clot already formed in the coronary artery. Ob- 
viously, this point is difficult of proof. Secondly, 
they might prevent or lessen thromboembolic com- 
plications. 

Thromboembolic complications of acute myo- 
cardial infarction are exceedingly common. In a 
recent study of 160 autopsied cases, Hellerstein 
and Martin* found 111 thromboembolic lesions in 
73 patients. In over one fourth of these 160 cases, 
thromboembolic lesions were important as causes 
of death. When a patient with an acute myocardial 
infarction is doing badly, it is perhaps most often 
because the location of the lesion or the size of it is 
causing congestive heart failure, severe shock, se- 
rious arrhythmia or rupture of the myocardium, 
conditions that might be called primary. Since 
Blumer* and others first directed attention to the 
importance of embolism as a complication, it has, 
however, been increasingly evident that many pa- 
tients with acute myocardial infarction do badly 
because of thrombi or emboli in locations other 
than in the coronary arteries. It is worth recalling 
also that thromboembolic lesions occur almost as 
frequently in cases without mural thrombi as they 
do in cases with mural thrombi." There is some- 
thing about an acute myocardial infarction, in fact 
there are probably many things about an acute 
infarction, that dispose the patient to simultaneous 
thrombosis in other organs. Theoretically, there- 
fore, there is good basis for the use of anticoag- 
ulants. 

Clinically, there is evidence that anticoagu- 
lants are effective. Since dicumarol was first used 
in 1944 by Nichol and Page,’ there have been 
many other favorable reports.***’ 


From the Watson Clinic and Morrell Memorial Hospital, 
Lakeland. 

Read before the Florida Medical Association, Seventy-Fourth 
Annual Meeting, St. Augustine, April 11-14, 1948. 





On the other hand, there is some basis for an 
opposite point of view. Wartman,” in 1938, re- 
ported on subintimal hemorrhage as a factor in 
coronary thrombosis. It is true that English and 
Willius’ concluded that this is not often important. 
Nevertheless, there are reports that prothrom- 
binopenia, or an increased tendency to hemor- 
rhage,’ is a constant finding in early untreated 
acute myocardial infarction. There have been 
reported also large series of cases, with a low 
mortality, in which vitamin K was used in 
treatment. This is confusing. It is not 
likely that two methods of treatment so opposite 
to each other as the use of vitamin K and antico- 
agulants can both be successful in the treatment 


of the same disease. 


THE PRESENT SERIES 

In an attempt to learn something about di- 
cumarol in acute myocardial infarction, I have re- 
viewed the records of all patients with this diag- 
nosis at the Morrell Memorial Hospital in the 
years 1945, 1946 and 1947, omitting those in 
whom the diagnosis was not proved, those who 
died within thirty-six hours (heparin not having 
been used), and 1 patient who had an acute in- 
farction but who also had blood urea nitrogen 
levels of 90 and 95 mg. per hundred cubic cen- 
timeters on successive di ys after admission. There 
remained 69 patients, 34 of whom received 
dicumarol and 35 of whom did not. 


TABLE 1 











~ 


Cases 40-49 Yrs. 50- 59 Y rs. 60- 69 Yrs. 70-79 Yrs. Total 


Dicumarol 7 12 7 8 34 

Control 5 12 11 7 35 
Mortality 

Dicumarol 2 1 0 2 5 

Control 0 2 2 6 10 
Average Ages Whole Group Fatal Cases 

Dicumarol 59 Yrs. 57 Yrs. 

Control 60 Yrs. 68 Yrs. 








86 FULLER: DICUMAROL IN ACUTE MYOCARDIAL INFARCTION 


The average ages were almost identical. Of the 
group treated with dicumarol, 5 died; in the con- 
trol group, 10 died. Twenty-eight days was chosen, 
arbitrarily, as the duration of the acute attack, and 
the end results reported here are on that basis. 

This group of patients was under the care of 
several physicians, and it is obvious that dicumarol 
was not used uniformly. The general plan, how- 
ever, was to give the drug in sufficient dosage to 
prolong the prothrombin clotting time to equal or 
exceed that of a control blood with 12% per cent 
prothrombin. The prothrombin clotting time was 
determined daily, except in rare instances. Con- 
trols were run on every new batch of thrombo- 
plastin. With the thromboplastin used, the curve 


was as follows: 








TABLE 2 
Undiluted plasma 1 sec. + 1.5 sec. 
= 2.5 sec. 


124%% plasma 
10% plasma 





We considered the patients satisfactorily 
dicumarolized, therefore, if the prothrombin clot- 
ting time was thirty-one seconds or more daily. 
Because we encountered no hemorrhagic complica- 
tions when the prothrombin clotting time was less 
than sixty seconds, we did not hesitate to keep it 
in the forty and fifty second range. 

In an attempt to evaluate how well we have 
kept our patients dicumarolized, we have classed 
them as satisfactory or unsatisfactory, using the 
criterion mentioned, as follows: 


TABLE 3 


Dicumarol Given Dicumarol Given 





Satisfactorily Unsatisfactorily 
Whole Group 21 cases 13 cases 
Fatal Cases 2 2 
Average number of days dicumarol given. 19 
Greatest number of days dicumarol given............. 49 
Least number of days dicumarol given 5 





{t is important that in only 21 cases was the 
drug used satisfactorily, and of the fatal cases in 
only 2. It is apparent that dicumarol was not used 
satisfactorily in many cases. 
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THROMBOEMBOLIC COMPLICATIONS 
The clinical recognition of thromboembolic 
complications of acute myocardial infarction is ex- 


tremely difficult. In the series of Hines and 


Hunt,” only 2 of 81 pulmonary infarctions proved 
at autopsy were correctly diagnosed ante mortem. 
In the series of Hellerstein and Martin,’ only 5 of 
33 were diagnosed correctly. In the present series, 
the diagnosis of pulmonary embolism or throm- 
bosis was made in 4 cases: 


Case 1.—M. G. M., a 59 year old man, had a proved 
anterior infarction on February 20 and five days later had 
sudden onset of dyspnea with bloody sputum, pain and 
tenderness in the left side of the chest, and elevation of 
temperature lasting six days. Roentgen examination of 
the chest showed an exudate at the left base. He im- 
proved greatly. Dicumarol was not used. 

Case 2—T. B. H., a 53 year old man, had an an- 
terior myocardial infarction on August 24 and thirteen 
days later had sudden pain in the left side of the chest, 
worse on respiration, with elevation of temperature last- 
ing five days. Subsequent electrocardiograms did not 
show further myocardial involvement. Dicumarol was not 
used. 

Case 3.—M. M., a 65 year old man, had an attack of 
pain on October 5 and was admitted to the hospital on 
October 10 with a typical acute anterior infarction. Four- 
teen days after admission, he had an acute pulmonary 
embolism, so diagnosed because of the sudden onset of 
severe pain, pleural friction rub over the anterior wall 
of the chest on the left side, and elevation of tempera- 
ture. Dicumarol was begun on October 24, nineteen days 
after the myocardial infarction took place. He was criti- 
cally ill for five days, but recovered. 

Case 4.—F. C., a 56 year old man, was admitted to 
the hospital on June 12, seven days after what was 
probably his second (or more) myocardial infarction. 
He improved until June 15, or ten days after the onset 
of this attack, when there developed pain in the chest 
on the right side, fever and a pleural friction rub, 
and he became seriously ill again. Further electrocardiv- 
grams showed no new infarcts. Dicumarol was begun 
then, and six weeks later, he was discharged much im- 
proved, up and walking. 


In all four cases, dicumarol either was not used 
at all, or was not begun until after the complica- 
tions arose. 

In this series, there were 2 cases of cerebral 
thrombosis or embolism: 


Case 5.—W. G., a 71 year old man, was admitted to 
the hospital two days after the onset of an attack shown 
to be an acute anterior infarction. Eighteen days later, 
while he was doing well, there suddenly developed paral- 
ysis of the right forearm, and he complained of blurred 
vision. This condition lasted one day, then gradually 
improved. Four days later, after being apparently much 
better, the patient died suddenly. He had not had 
dicumarol. 

Case 6.—G. V., a 65 year old woman without any 
previous history of a mental disorder, was admitted on 
May 22, 1946 with an acute posterior infarction of two 
days’ duration. Delirium developed and persisted. There 
was no cardiac congestive failure, nor was there evi- 
dence of renal failure. The patient had to be committed 
to an institution because of the psychosis. 








pr 
mi 
tw 
cle 
to 


di 
ge 





XXV 


olic 
| CX- 
and 
ved 
fem. 
5 of 
ries, 


om- 


oved 
had 
and 
n of 
1 of 
im- 


an- 
‘teen 
hest, 
last- 
not 
not 


k of 
| on 
our- 
lary 
| of 
wall 
era- 
lays 
riti- 


| to 
was 
ion. 
nset 
hest 
rub, 
div- 
gun 
im- 


sed 


ral 


to 
wn 
ter, 
ral- 
red 
lly 
ach 
iad 


ny 

on 
wo 
ere 
vi- 


ted 





J. Frorma M. A. 
Aucust, 1948 


In no case in which dicumarol was commenced 
soon after the attack and given satisfactorily was 
there any incident that the visiting physician or 
that we, reviewing the records, could call a throm- 
boembolic complication, except in the fatal cases. 

In this series, in 7 cases death occurred sud- 
denly when the patient appeared to be doing well. 
These deaths occurred from the ninth to the 
twenty-second day. They were instantaneous. 
“The patient was being fed and suddenly died,” 
for example, is a typical note. Without autopsies, 
it cannot be proved what the cause of death was. 
It is extremely probable that in most cases, how- 
ever, it was either a massive pulmonary embolism 
or another coronary thrombosis. Both should be 
considered complications of the original coronary 
thrombosis when they occur a few days after the 
original attack. 

Of these 7 cases, 4 occurred in the control 
group and 3 in the group treated with dicumarol ; 
but of these 3, dicumarol had not been given sat- 
isfactorily in 2 and probably had not in the third. 

Case 7.—J. G., a 50 year old man, was admitted on 
Nov. 11, 1947 with an anterolateral infarction, his sec- 
ond attack, and he improved after three days in an 
oxygen tent. He seemed to be doing well, but died 
suddenly sixteen days after the onset of the attack. Pro- 
thrombin clotting time was only twenty seconds the day 
before death. 

Case 8.—S. H., a 42 year old woman who had had 
pronounced hypertension for sixteen years, was ad- 
mitted five days after an acute anterior infarction. Di- 
cumarol was begun at once. It was given only three days 
and was then discontinued. The prothrombin clotting 
t'me the third day was eighty-six seconds. No determina- 
tions were made afterward. Apparently she improved, 
then died suddenly. 

Case 9.—H. D., a 49 year old man who had had a 
previous coronary thrombosis four years before, was ad- 
mitted with an acute anterior infarction and died suddenly 
twelve days later. On the day of death, the prothrombin 
clotting time was twenty-six seconds. He had seemed 
to do well up until death. 

The other two patients in the group receiving 
dicumarol who died, both died in cardiac con- 


gestive failure. 


TABLE 4 
(A) Fatal Group Control Dicumarol 
Died suddenly from 
9 to 22 days 4 3* 
Died with cardiac 
congestive failure 6 2 


*Prothrombin clotting time not satisfactory in 2 cases. 





a Cc inailiantions 


(B) Surviving Group Control Dicumarol 
Pulmonary infarction 2 2** 
Cerebral vascular 

occlusion 2 0 


**Betore dicumarol was begun. 
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CONCLUSION 

In such a small series of cases as this, without 
autopsies, in a disease with as many variables as 
acute myocardial infarction, it is not proper to 
draw any conclusions. It is suggestive, however, 
that in the group receiving dicumarol, (1) the 
mortality was lower and (2) thromboembolic 
complications were less. 
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DISCUSSION 

Dr. E. STERLING NicHoL, Miami: I should like to con- 
gratulate Dr. Fuller for his concise presentation and for 
having an adequate control group. The rationale of the 
use of anticoagularfts in acute myocardial infarction needs 
emphasis. Thromboembolic complications occur in the 
course of myocardial infarction in 20 per cent of cases. 
Extension of the original thrombosis is often overlooked, 
and secondary occlusion occurs probably in 10 or 12 per 
cent of cases in any large series. Pulmonary embolism de- 
velops during the healing stage because of thrombophle- 
bitis in the legs or pelvis, but may arise from mural 
thrombi of the right ventricle. 

The mortality of 15 per cent encountered by the 
author is in line with larger groups reported; if the re- 
ported cases in the literature are added to those available 
for analysis not yet reported, a mortality of 14 per cent 
occurred in 425 cases, in contrast to 28 per cent in 2,189 
cases not treated reported since 1940. In the American 
Heart Association Cooperative Study, the figures avail- 
able indicate a mortality of 15 per cent in 432 treated 
cases compared to 24 per cent in 368 control cases. 

As the only complication of anticoagulant therapy is 
bleeding, it is of interest that of about 7.000 cases of all 
types reported treated with dicumarol bleeding occurred 
in 4 per cent. There have been 7 or 8 deaths reported 
from uncontrollable hemorrhage. In my own group of 
cases of acute myocardial infarction there was an episode 
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of bleeding in about 8 per cent, more than half being 
gross hematuria. In no case was there any difficulty in 
controlling hemorrhage. 

Rigid laboratory control is essential in the use of 
anticoagulants. If heparin is used, a Lee-White clotting 
time should be determined every twelve hours, and it 
should be kept in mind that the prothrombin time is 
affected by heparin also; so the prothrombin time should 
be determined at least four hours after the heparin effect. 
Use of dicumarol necessitates daily prothrombin tests at 
first, the aim being to keep the prothrombin time in sec- 
onds at twice the normal average prothrombin time as 
found by the same method by the same laboratory. This 
will usually be in an effective yet safe range and in terms 
of percentage of prothrombin activity will be between 
20 and 30 per cent. If percentage reports are given by the 
laboratory, the computation should be by comparison 
with a dilution curve, as a simple ratio is meaningless, a 
fact unfortunately overlooked by the physician as well 
as the laboratory. 

Dr. W. Dean Stewarp, Orlando: I have enjoyed Dr. 
Fuller’s paper and Dr. Nichol’s discussion. This paper is 
an example of the type of study that can be carried out 
in a small hospital, and when many such studies, with 
controls, are grouped together, much information can be 
obtained for or against a specific point. My experience 
has been in line with that presented by Dr. Fuller. I be- 
lieve that the use of anticoagulants is of value in myo- 
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cardial infarctions. It might be worth mentioning that 
their use is especially indicated in patients receiving peni- 
cillin or digitalis because these substances affect the vis- 
cosity and clotting time of the blood. 

One other point Dr. Nichol brought out was that 
those patients seen late, and particularly those who have 
already had embolic phenomena, should receive heparin 
in addition to dicumarol during the first thirty-six to 
forty-eight hours. 

Again I want to express my appreciation for the 
opportunity of discussing this paper. 

Dr. FuLier, concluding: I want to thank Dr. Nichol 
and Dr. Steward for their discussion and to say two 
things. First, all of us have probably thought about it, 
but it is important to remember that thrombosis, in- 
cluding mural thrombosis, phlebitis of the legs, mesen- 
teric thrombosis and cerebral vascular occlusion, occurs 
more often in this disease than in most other diseases be- 
cause of the slowing down of the circulation, drop in 
blood pressure and hemoconcentration. This is the reason, 
of course, that anticoagulants certainly would seem to be 
useful. Just as Dr. Nichol said, it remains to be seen if 
they actually will. Second, our prothrombin clotting times 
were slightly different from others reported. Accordingly, 
therefore, we wrote to the company from which the 
thromboplastin was obtained, and they replied that our 
prothrombin clotting times were within their accepted 
values. 
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NEW 


When it is recalled that the health department 
now exerts and seems likely to continue to exert 
an influence for good over the lives of the people 
comparable to that of the church, the school or 
the police department, one has every reason to 
expect that it will be given adequate facilities 
with which to work. These include personnel 
sufficient in numbers and well trained for their 
respective tasks, equipment of good quality and 
health center buildings suited to this purpose. 

The local health department as a separate 
governmental agency is, however, of recent origin. 
Charleston, S. C., is believed to have organized 
the first bona fide urban health department in 
the United States about one hundred and fifty 
years ago. Several areas dispute the honor of 
being the first to set up an organization to cover 
a rural area, staffed by full time employees and 
with responsibilities for conservation and promo- 
tion of the health of all the people. Suffice it 


Assistant Director, Division of Public Health, The Com- 
monwealth Fund of New York. 
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YORK 


to point out that no county health department has 
been in existence for more than forty years, and 
less than a third of the more than sixteen hundred 
local health departments now in existence were 
organized before 1930. The first county health 
department in Florida is said to have been that 
in Taylor County, which was organized in 1930, 
but service was interrupted in 1933. The one in 
Leon County, organized in 1931, has had no inter- 
ruption, and now all except five counties are cov- 
ered by fuil time county health service. In view of 
the newness of this service, health officers should 
not, therefore, be dismayed on learning that only 
three of Florida’s thirty-nine local health units 
are properly housed to do their best work. 


DEMONSTRATION PROJECTS 

Several of the larger philanthropies in this 
country early recognized the health department 
or unit as an agency with enormous potentialities 
for sustained prevention of illness and the pro- 
motion of health. Among those which have made 
noteworthy contributions in demonstrating the 
effectiveness of the local health unit should be 
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mentioned the Rockefeller Foundation, the Mil- 
bank Fund, the Kellogg Foundation and the 
Commonwealth Fund. My experience in public 
health has been gained in large measure from 
intimate association with eleven of the fourteen 
local health demonstrations to which the Common- 
wealth Fund has made a financial contribution, 
and the opinions expressed in this paper are based 
on the housing needs which became evident in 
these local health departments* located in Massa- 
chusetts, Mississippi, Oklahoma and Tennessee. 

The last of these demonstrations,** located 
in Kay County, Okla., is being concluded June 
30, and with the exception of the two located 
in Massachusetts, all have been continued with 
their whole financial support coming from local 
and state funds. At the conclusion of the demon- 
stration in nine of these areas*** the Fund made 
an appropriation for construction of a building 
to house the health department on a site provided 
locally. In each instance the completed building 
was donated to the community for the exclusive 
use of the health department. 


CONTROL OF BUILDING 

To give added assurance that the building 
would not be turned to other purposes, a board of 
trustees composed usually of seven persons was 
set up to receive and hold the lot and building 
for the community. This board is usually made 
up of three city or county officials,.who auto- 
matically become trustees for the term of office 
to which they are elected, and a majority of non- 
official citizens of the county who have shown 
interest in promoting the public health. On 
recommendation of the local health officer the 
nonofficial members of the board are appointed 
by the state health officer for overlapping terms. 

The local health officer is an ex-officio mem- 
ber of the board without voting power. As a rule 
the board appoints him secretary, and the by-laws 
usually provide also that he shall act as exec- 
utive agent for the board to supervise construc- 
tion of the building, direct its daily operation, 
make necessary repairs and renovations, and 
report periodically to the holding group on the 


*Southern Berkshire and Nashoba districts in  Massa- 
chusetts; Sullivan, Sumner, Rutherford and Gibson counties in 


Tennessee; Pike, Lauderdale and Jones counties in Mississippi; 


and Seminole and Kay counties in Oklahoma. 

**The Fund believes that no additional local health demon- 
strations or buildings with financial support from the Fund are 
indicated and will in the future direct its resources into other 


channels, ; : 7 
***No buildings were constructed in the Southern Berkshire 
District of Massachusetts and in Kay County, Okla, 


HANDLEY: HEALTH CENTER BUILDINGS 89 


condition of the building and its use. In at least 
one instance the board of trustees has found it 
advantageous to become incorporated under the 
laws of the state. 

Whatever the method of control, it should be 
one which removes the building and the space 
occupied by the staff of the health department 
from the vagaries of political manipulation .and 
assures a degree of permanence which permits 
installation of expensive equipment, like the x-ray 
and the dental chair, without the prospect of 
their having to be moved. 


FINANCING 

The cost of all types of construction seems 
exorbitant these days. Space which cost the 
Commonwealth Fund 33 cents per cubic foot to 
construct in 1936 can hardly be duplicated now 
for $1.40 per cubic foot. Nevertheless, a fair 
estimate of the cost of space to house a health 
department staff adequately can be arrived at 
by the formula: construction cost equals twice 
the annual cost of the service to be housed. For 
example, if the health department plans to render 
only a preventive and educational service with a 
$50,000 annual budget, fairly adequate space and 
equipment for such a service can be provided by 
a capital outlay of $100,000. It must be borne 
in mind, however, that it is relatively more ex- 
pensive to provide adequate housing for a small 
staff than for a larger one. Experience over the 
country indicates that a population unit of 50,000 
is about the smallest which can expect to receive 
adequate health service for an annual cost of 
$1.75 per capita. Also, a population unit of this 
size is approximately the smallest which warrants 
the outlay required for construction of complete 
facilities to house a health department. 

Actually any community in need of a health 
center building should build now. In the first 
place, there is but slight prospect that building 
costs will become materially lower. In the second 
place, the availability of federal funds under the 
Hill-Burton act will take care of one third of the 
overall cost of the site and construction and 
equipment of the building. The Florida State 
Improvement Commission has been designated as 
the state agency to administer these funds and in 
collaboration with the state health department 
has determined the health center needs for each 
county in the state. All of you here are doubtless 
familiar with the results of this survey. 
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DESIRABLE BUILDING FEATURES 
SPACE REQUIREMENTS.—Each type of per- 
sonnel differs in its spatial and equipment 


requirements. At a minimum, separate office 


space should be provided for each of the four 
essential members of the staff, namely, the health 
officer, nurse, sanitarian and clerk; in addition, 
a clinic, a waiting room, a heater room, toilets and 
corridors are required. 

The optimum space to house the staff re- 
quired for a population of 50,000 should include 
provision for two medical officers, the director and 
his assistant; ten nurses, including the director 
and nine staff nurses; two sanitarians; four clerks, 
one of whom would be an administrative assistant 
or chief clerk trained in elementary statistical 
technics; a dentist; a health educator; a labora- 
tory and x-ray technician, and a janitor. We 
should plan for eleven rooms therefore for ad- 
ministration including laboratory and x-ray: 
health officer, 120 square feet; assistant health 
officer, 100 square feet; director of nursing, 100 
square feet; 9 staff nurses, 150 square feet; 2 
sanitarians, 150 square feet; administrative assist- 
ant, 100 square feet; 3 clerks, 180 square feet; 1 
dentist, 100 square feet; health educator, 100 
square feet; laboratory, 240 square feet; x-ray, 
including film storage, 300 square feet. 

Diagnostic and preventive treatment service 
to be given by a staff of this size should include 
also a utility room, 150 square feet; and three 
examination-treatment rooms with built-in dress- 
ing nooks, 100 square feet each. A combination 
waiting room, 200 square feet, and library, 200 
square feet, separated by folding doors, can be 
used as one room for larger meetings. The fur- 
nace, designed to burn gas or oil, to provide heat 
and hot water, will occupy at least 80 square feet, 
and if air conditioning is required, also an addi- 
tional space, 185 square feet will be required. 
The toilets and janitor’s supply room will take up 
another 150 square feet of floor space, corridors 
will require about 700 square feet, and about 
350 square feet should be allowed for various 
types of other storage. The gross area of such 
a building, built one story high without a base- 
ment, approximates 4,900 square feet and has a 
cubage of about 67,000 cubic feet. 

LocaATION AND SITE.—It is assumed that the 
population will be so distributed that the whole 
staff can work conveniently out of one office and 
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that racial considerations do not require separate 
facilities for white persons and Negroes. Addi- 
tional waiting room space, toilets and perhaps also 
another treatment room may be required for the 
Negroes. If the staff is to be augmented periodi- 
cally by persons sent to the area for training, 
additional space should be provided for their 
accommodation when the health department build- 
ing is planned. 

There are obvious advantages in administra- 
tion, staff supervision and training, record keep- 
ing and other duties when the whole staff can 
work out of a central office, using small sub- 
offices for clinics which cannot be held con- 
veniently at the central office. It occasionally 
happens that for reasons of policy or difficulties 
in transportation, the staff must be divided into 
two or more groups. One is then forced to a 
difficult decision, and all too often neither portion 
of the staff is adequately housed. 

In general, the offices of the health depart- 
ment should be located at the center of population 
and preferably in the largest urban area to be 
served, even though this may not be the seat of 
local government. 

The site for the location of the building should 
be selected with great care. It should be adequate 
in area to accommodate the building to be erected 
on it and also provide off-street parking for all 
staff cars. The character of the site selected will 
likely determine whether a basement will be in- 
cluded, but unless it is readily accessible, money 
spent on construction of a basement will be wasted 
for it will get little use. A one story building such 
as that described should be placed on a lot 
with an area of at least 15,000 square feet. The 
site should be readily accessible to public trans- 
portation facilities, and to water, electric power, 
sewers, telephone and telegraph. Preferably it 
should be located on a corner lot on two paved 
streets, at least one of which may be used for 
parking the cars of visitors to the health depart- 
ment. There are obvious advantages to be had 
from a site immediately adjacent to a good 
general hospital, with the facilities of each avail- 
able to the other. Such an arrangement may 
avoid duplication of expensive equipment and 
make possible employment of better trained tech- 
nical service than either could afford alone. Of 
even greater importance perhaps is the advantage 
to each facility in being able to consult with fhe 
other over problems of mutual interest. Many op- 
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portunities to correct individual problems are lost 
when the health department and hospital are not 
conveniently near. 

Preferably, both the health department and 
hospital should be located in a noncommercial, 
restricted area and yet where they are readily 
accessible. Limited space may necessitate con- 
structing the health center building with a base- 
ment, or even a second floor above the ground, 
both of which are less expensive types of con- 
struction than a one story construction. No one 
likes to work in a basement. It is likely to be 
damp in wet weather, difficult to heat and not 
satisfactory for storage. In areas, however, where 
dampness is not a factor, the furnace may be 
located in a basement and if access is easy, a 
meeting room may be placed in a basement. 

Type oF COoNSTRUCTION.—We are of the 
opinion that the services of a competent archi- 
tect are well worth the cost in construction of this 
kind. He should be asked to design a building 
which combines utility, pleasing inward and out- 
ward appearance, fire resistance and low main- 
tenance cost. 

Among the specifications adopted by the 
Fund’s architect to meet these requirements were 
the following: 

FouNDATIONS.—The foundations were carried 
at least 2 feet below the existing surface and were 
of reinforced concrete to prevent cracking. 

FLoors.—For the one story buildings without 
basement, integral finish and a 4 inch thick con- 
crete slab, reinforced with mesh and resting on 
a minimum thickness of 1 foot of gravel were 
required. The flooring was of asphalt tile with as- 
phalt tile base throughout except in the heater, air 
conditioning and toilet rooms. Tile floors and base 
were specified for the toilet rooms, and other 
space where no asphalt tile was called for had 
cement floor and base. 

The earlier buildings had battleship linoleum 
laid over wood sub-floors in the place of asphalt 
tile. The asphalt tile is perhaps a little more costly 
to install but is more fire-resisting, and the up- 
keep is less expensive than the linoleum over 
wood. 

BuILpING FraMe.—Wood studs, ceiling and 
roof beams were used, except around the heater 
rooms, the walls of which were of terra cotta tile. 

ExTer1oR WALis.—Brick veneer walls rein- 
forced horizontally with chicken wire mesh to 


prevent cracking were specified. 
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Winpbows.—The windows were of wood, dou- 
ble-hung. 

Roor.—Tile was specified on all buildings 
because it is fire-resisting and the maintenance is 
low. It has the disadvantage of being expensive to 
install. 

INTERIOR FINISH OF WALLS.—Plaster on 
metal lath, painted with two coats of oil paint, 
was used. 

CEILING. — Hung metal lath and _ plaster, 
painted with two coats of oil paint, were used. 


FLASHING.—Copper flashing was specified. 


INTERIOR TrimM.—Birch, stained and var- 
nished, was chosen. 

HEATING.—Gas or oil was preferred, with 
forced hot water system and radiators under the 
windows. In our experience hot air with automat- 
ically controlled distribution has not proved 
satisfactory for the reason that the controls are 
too complicated for the service people available 
in rural areas. 

PLUMBING.—Hot and cold water and drains 
were provided for all fixtures when required. A 
drinking fountain with foot control is desirable 
as are hose bibs for lawn sprinking. 

ELECTRIC FIxTuRES.—Fluorescent lighting was 
specified in the recent buildings, as was adequate 
current to operate a 150 milliampere x-ray ma- 
chine. Also, conduits for telephones and a com- 
plete buzzer system should be specified. At 
least one plug-in electric outlet should be provided 
in each room in addition to the standard fixtures. 

GUARANTEE.—The contractor should be re- 
quired to guarantee all material for a period of 
two years after completion of the building. 

Grounpbs.—Naturally advantageous features 
of the building site should be carefully preserved. 
It may take several years to replace a tree which 
with a little care could have been saved. If the 
lawn requires grading and there is any top soil 
available, this should be saved to cover the new 
grade. In several instances the local health 
officer has been able to enlist the interest of the 
local garden club to assist in the landscaping. Pro- 
vision for off-street parking of staff cars should 
be included as a part of the building plan. 

EQuIPMENT.—I shall not attempt to review 
the equipment needs in detail, but will mention 
only a few items which should receive particular 
attention. 

A waist-high counter across the front of the 
clerk’s offices has advantages over a rail or grill 








92 ROWELL: 


between the clerk and the corridor. Closets in 
each room save many steps and promote effi- 
ciency. All telephones should pass through a 
switchboard under the control of the clerk-re- 
ceptionist so that she may dispose of incoming 
calls as required. Similarly, the intercommuni- 
cating system should be controlled by the clerk- 
receptionist. 

Every health center building should have a 
bulletin board for the staff and another in each 
waiting room, but notices should not be posted 
unless they are pertinent and should be removed 
promptly when they are no longer applicable. 
The health educator, if there is one, and the head 
nurse should share responsibility for keeping 
readily available in the waiting rooms and on 
suitable display racks pertinent and timely edu- 
cational material for the public. The health 
officer should take primary responsibility for 
making available in the library magazines and 
timely books for use of the staff and other pro- 
fessional groups invited to use this facility. 

The major pieces of technical equipment 
which should be available either in the building 
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or conveniently nearby are the x-ray, dental chair 
with accessories, refrigerator, autoclave, sterilizer 
and other laboratory apparatus which the situa- 
tion may demand. Depending on the location and 
type of program, the cost of equipment and 
furniture including all of the items listed may 
run to approximately $20,000. 


CONCLUSION 

It is easy to forget the public health endeavor 
at its best embraces the principles of sanitation, 
preventive medicine, nursing care, statistical anal- 
ysis, dissemination of health knowledge to all the 
people and application of these principles by a 
group of specially trained workers who have 
learned to coordinate their efforts. Teamwork of 
this kind is becoming increasingly available to 
many counties, but it can rarely be found where 
the health department is poorly and inadequately 


housed and the workers are ashamed of their 
surroundings. The desirable features to be con- 


sidered in planning health center buildings are 
reviewed. 


41 East Fifty-Seventh Street. 


Liver Function Tests 


Joun P. Rowe .t, M.D. 
ST. PETERSBURG 


Liver function has been the subject of in- 
tensive study during recent years. The epidemics 
of infectious hepatitis during the last war af- 
forded means of evaluating tests for impaired 
liver function and were an impetus towards 
simpler and more specific tests of liver function. 
The purpose of this paper is to select from the 
twenty odd tests those few which physicians 
should use with the laboratory facilities available 
and to group the tests according to the problem 
under study. 

The accurate estimation of the functional 
capacity of the liver is difficult for several 
reasons. First, there is its tremendous reserve 
capacity. It has been estimated that only 15 per 
cent of the tissue of the liver is necessary for the 
performance of most of its functions. The second 
consideration is its remarkable regenerative ca- 


Read before the Pinellas County Medical Society, April 
1, 1948. 


pacity, and the third is its many functions in the 
body. The liver acts as the body commissary, 
maintaining the level of glucose in the blood, 
synthesizing amino acids and building proteins. 
It has excretory, secretory, detoxifying and other 
metabolic functions. Thus, no single test can give 
an estimate of the total efficiency of this organ, 
and it is necessary to use combinations of tests to 
evaluate liver function. Likewise, it is necessary 
to repeat the tests at short intervals to keep in- 
formed of the changing status of liver function. 

The liver function tests are grouped according 
to the clinical information wanted: 


1. Sensitive tests for detection of minimal 


impairment. 
2. Tests for chronic hepatitis and cirrhosis. 
3. Tests for maximal impairment. 
4. Tests for acute hepatitis. 
5. Tests 
jaundice. 


for the differential diagnosis of 
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ROWELL: LIVER 


SENSITIVE TESTS 

These are used to detect early impairment of 
liver function and may be used as screening tests 
in cases of suspected damage of the liver. One must 
keep in mind that as the sensitivity of a test in- 
creases the chances of a positive reaction due to 
factors other than disease of the liver increase. 
These factors are chiefly a severe anemia, a toxe- 
mia or chronic passive congestion. 

CEPHALIN-CHOLESTEROL FLOCCULATION TEST. 
——This is a simple test and a sensitive index of 
parenchymal hepatic involvement. The test is done 
by adding a small amount of serum and saline to 
a cephalin-cholesterol suspension and reading the 
degree of flocculation in twenty-four and forty- 
eight hours. A reading of 2, 3 or 4 plus indicates 
definite parenchymal damage. Although usually 
there is no flocculation with normal serum, a 
reading of plus-minus in twenty-four hours and 
1 plus in forty-eight hours is still considered 
normal. 

In interpreting the cephalin flocculation test, 
it must be kept in mind that this is only indirectly 
a liver function test and actually depends upon 
changes in the globulin fraction of the serum 
proteins. In other diseases associated with hyper- 
globulinemia the results of this test may, there- 
fore, be strongly positive. Important among these 
are lymphogranuloma inguinale, rheumatoid 
arthritis, subacute bacterial endocarditis and cer- 
tain neoplastic diseases such as multiple myeloma. 

BROMSULFALEIN TEst.—This is called an ex- 
cretory loading test and is a true test of liver 
function. The best modification involves the intra- 
venous injection of 5 mg. of the dye per kilogram 
of body weight -and obtaining blood specimens in 
thirty and forty-five minutes. The results are re- 
ported in percentage of the dye remaining in the 
blood. Any dye remaining after forty-five min- 
utes signifies hepatic impairment. The liver usually 
clears the blood of the dye in thirty minutes, but 
up to 10 per cent is considered normal. This test, 
often called the BSP test, is sensitive; yet with 
these standards, it very seldom gives false posi- 
tives. One drawback is that the results are read 
by color comparison on the serum, and in the 
presence of jaundice the results are approximate. 
Consequently, this test should never be used in a 
severely jaundiced patient. 

TuyMmo. Tursipity Test.—This test is read 
in thirty minutes and is reported in units. Normal 
serums average 0 to 4 units. In disease of the liver, 
particularly infectious hepatitis, the readings will 
be from 10 to 40 units. This test is easier and 
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quicker than the cephalin flocculation test, but is 
not as sensitive. Also there is no correlation be- 
tween the height of the reading and the severity 
of hepatic damage. 
TESTS FOR CHRONIC HEPATITIS AND 
CIRRHOSIS 

In this group, the objective is the determination 
of the severity of the damage to the liver, and the 
follow-up of the disease. 

IcTeRUS INDEx.—This is by far the most 
widely used test in disease of the liver. Four to 6 
units is generally considered normal, and between 
6 and 15 units indicates latent jaundice. 

SERUM BILIRUBIN OR QUANTITATIVE VAN DEN 
BERGH TEst.—The result in this test is reported 
in milligrams, the upper limit of normal being 1 
mg. The information obtained is similar to that of 
the icterus index. It is more accurate, but is tech- 
nically difficult and more expensive to the patient. 
The ratio of bilirubin to icterus index is about 1 
to 10 at the lower levels and about 1 to 5 in severe 
jaundice. In parenchymal jaundice, without ob- 
struction, repeated bilirubin determinations give 
a rough estimate of liver function. 

BROMSULFALEIN TEst.—This test is useful in 
estimating the severity of chronic hepatitis or 
cirrhosis. It is an excretory test, and if the liver 
is unable to excrete bilirubin, or in other words if 
jaundice is present, little information can be ob- 
tained from studying bromsulfalein excretion. In 
the presence of more than slight degrees of icterus, 
the bromsulfalein test may give deceptively high 
readings. 

CEPHALIN FLoccULATION TrEst.—This is a 
very useful test in evaluating damage to the liver 
and determining the prognosis. If the reaction stays 
persistently 4 plus even with apparent recovery 
of liver function, it indicates a bad prognosis. 

GALACTOSE TOLERANCE TeEst.—Forty grams of 
galactose in 500 cc. of water is given the fasting 
patient, and the urine is collected for five hours. 
A normal liver will convert this to glycogen, and 
not more than 2.5 Gm. of galactose will be ex- 
creted. A finding of over 3 Gm. of galactose in the 
urine is significant. This test is not very sensitive, 
but will give additional information in obvious 
hepatic impairment. 

INTRAVENOUS Hippuric Acip Test.—This is a 
test of the synthesizing ability of the liver. A 20 
cc. solution containing 1.7 Gm. of sodium ben- 
zoate is injected intravenously, and the urine is 
collected after one hour. In the liver the sodium 
benzoate is combined with glycine to produce 
hippuric acid, and at least .8 Gm. should be ex- 
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creted in the one hour urine. This is a good test 
for efficiency of this organ, but the laboratory 
estimation of the hippuric acid is technically dii- 
ficult. Likewise, normal kidney function is a pre- 
requisite for a dependable result. 

TESTS FOR MAXIMAL IMPAIRMENT 

If the aforementioned tests show severe hepatic 
damage, further information regarding the severity 
may be obtained from a serum albumin determina- 
tion and the albumin-globulin ratio and from the 
prothrombin time. Normal serum albumin is about 
5 Gm. per hundred cubic centimeters, and a 
figure below 4 Gm. is indicative of hepatic disease. 
If the albumin falls below the globulin, particu- 
larly if it is below 2.5 Gm., there is severe damage, 
usually a long-standing cirrhosis. 

An elevated prothrombin time may be due to 
deficient absorption of vitamin K from the in- 
testine owing to biliary obstruction, or it may be 
due to inability of the liver to form prothrombin. 
If 10 mg. of vitamin K is injected, the prothrombin 
time should fall to normal in less than twenty-four 
hours. Failure to do so indicates severe hepatic 
damage and contraindicates any surgery. 

TESTS FOR INFECTIOUS HEPATITIS 

In this distinctive condition among diseases of 
the liver, the icterus index, or serum bilirubin, the 
cephalin flocculation and the thymol turbidity 
tests are the useful ones. The cephalin flocculation 
reaction tends to occur sooner in the disease than 
the thymol turbidity reaction and gives a more 
accurate appraisal of the severity of the hepatitis. 
The thymol turbidity test is, however, the best 
one to determine when the hepatitis has com- 
pletely subsided. It will give positive results as 
long as there is any latent infection and should 
be used to determine when the patient should be 
allowed full activity. 

TESTS FOR THE DIFFERENTIAL 
JAUNDICE 

Of primary importance is the differentiation 
between obstructive and hepatogenous jaundice. 
The other type of jaundice, hemolytic jaundice, is 
not common and a combination of certain labora- 
tory findings establishes the diagnosis. Thus in 
hemolytic jaundice, the icterus index is below 50, 
and there occur normal bile pigment in the stools, 
an absence of bilirubin in the urine, an increase in 
urinary urobilinogen, an indirect van den Bergh 
reaction, an increased reticulocyte count in the 
blood and an enlarged spleen. 

THE QUALITATIVE VAN DEN BERGH TEST.— 
This is a useful test early after the onset of 
jaundice. The indirect reaction is due to blood 
pigment called hemobilirubin before it passes 
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through the liver cells and is positive in hemolytic 
jaundice. Likewise, early after the onset of hepa- 
togenous jaundice, the van den Bergh reaction is 
indirect although soon injury to liver cells causes 
the more dialyzable cholebilirubin to get into the 
blood, producing a biphasic reaction. Early after 
obstruction the reaction is purely direct, but soon 
cloudy swelling of the liver cells causes an increase 
in hemobilirubin, resulting again in a_ biphasic 
reaction. 

QUANTITATIVE URINARY UROBILINOGEN TEsT. 
—tThis simple test serves a twofold function. Per- 
sistent absence of this pigment from the urine in- 
dicates obstructive jaundice particularly if asso- 
ciated with acholic stools. Elevations above the 
normal range occur when there is disease of the 
parenchyma of the liver. 

THE INTRAVENOUS Hippuric Acip Trst.—In 
obstructive jaundice, normal excretion of .8 Gm. 
or over is expected. A reading below .7 Gm. sug- 
gests hepatogenous jaundice except after pro- 
longed obstruction when the excretion falls. 

GALACTOSE TOLERANCE Test.—As this is a 
less sensitive test, obstruction produces no change, 
and the excretion of galactose will not be over 3 
Gm. If 4 Gm. or over is excreted, it indicates hepa- 
togenous jaundice. 

CEPHALIN FLOcCULATION TEst.—In obstruc- 
tion, the reading is negative or 1 plus while in hepa- 
togenous jaundice, the result will be 2 plus or more. 

SERUM ALKALINE PHOSPHATASE TeEstT.—In 
obstructive jaundice, there is an elevation of the 
serum alkaline phosphatase. The normal in adults 
is about 4 Bodansky units; over 10 units indicates 
obstruction. Dr. Franklin W. White of Harvard 
University stated: ‘The diagnosis of common duct 
obstruction is highly improbable if the serum phos- 
phatase is below 10 units and the cephalin test is 
strongly positive, and icteric patients should be 
subjected to exploratory operation if the serum 
phosphatase is over 10 units and the cephalin test 
is negative.” 

SUMMARY 

An attempt is made to group the various liver 
function tests according to the problem under 
study. It is believed that a better understanding 
of the newer liver function tests will result in the 
earlier recognition of hepatic insufficiency. It 
will result in the more careful follow-up of infec- 
tious hepatitis. Intelligent use of the right tests 
will permit earlier and more accurate differen- 
tiation between obstructive and hepatogenous 
jaundice. 
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PHYSICIANS AND THE DRAFT 


The recent action of the Council on National 
Emergency Medical Service in opposing the draft- 
ing of physicians should meet with the approval 
of all fair-thinking people. 

Physicians, taken as a whole, certainly do not 
wish to shirk any duty. On a voluntary basis 
they have made an important contribution and 
have accomplished much in the past. Hence, 
legislation which would single them out as a 
separate group from their fellow citizens for 
registration, draft and induction into the armed 
services would appear to be unfair and decidedly 
undemocratic. 

Service rendered by the physician in a na- 
tional emergency, however, is of great importance, 
and the prospective need for that service now 
is real. Recognizing that need, the Council on 
National Emergency Medical Service recommend- 
ed, even urged, immediate establishment of a 
civilian medical board which would be responsible 
for the policies and programs required for the 
medical, health and sanitary services of the 
civilian population, industry, agriculture and the 


armed forces in time of emergency. 





The council further recommended, in time 
of national emergency, the establishment of a 
priority system for calling up civilian medical 
personnel, as follows: 

1. Those recent graduates who were 
enroled in A. S. T. P. or V-12 programs 
who have not completed their obligated 
tour of duty as a medical officer and all 
others who were deferred by selective 
service to continue their medical education. 

2. Other physicians who did not serve 
in World War II. 

3. Those physicians who served the 
least in World War II. 

The council further urged that all state and 
local medical associations exert every effort to 
establish such a civilian medical board on the 
highest level of the national government. 

Recognition of problems and adequate dis- 
charge of duty on a voluntary basis are one of 
the aims of most members of the medical profes- 
sion. Full cooperation with the Council on 
National Emergency Medical Service along the 
lines suggested appears therefore to be in order. 
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WHAT IS THE BROOKINGS REPORT? 

To the annals of medicine there has recently 
been added a history-making document entitled 
“The Issue of Compulsory Health Insurance.” So 
important is this scientific report on a subject 
vital both to the medical profession and to the 
nation that every physician should obtain it, study 
it and keep it handy for reference. Nor should 
he fail to direct the attention of the laity at every 
opportunity to its conclusions and wise counsel. 

In May 1947 Senator H. Alexander Smith, 
chairman of the Subcommittee on Health of the 
Senate Committee on Labor and Public Welfare, 
invited the Brookings Institution, Washington, 
D. C., a nonprofit agency functioning an inde- 
pendent basis, to undertake the preparation of 
a report on medical care for the individual that 
would be helpful to the committee in the con- 
sideration of the numerous bills on compulsory 
health insurance with which it was concerned. 
Accordingly, President H. G. Moulton of this 
renowned private research organization—devoted 
to public service through research and training 
in the social sciences and in no way connected 
with health activities—assigned to the important 
task two senior members of the staff. 

The joint authors of the report are Dr. George 
W. Bachman and Dr. Lewis Meriam. Dr. Bach- 
man, formerly on the faculties of Chicago, Johns 
Hopkins and Columbia universities, has had wide 
experience in experimental medicine and public 
health. While at Columbia he organized, admin- 
istered and directed for eleven years the School 
of Tropical Medicine in Puerto Rico, and during 
World War II he had extensive experience in 
China as representative of the American Bureau 
of Medical Aid to China. Dr. Meriam, vice 
president of the Brookings Institution, has had 
extensive experience in connection with the statis- 
tical and administrative aspects of health prob- 
lems in the Census and Children’s bureaus, as 
director of a comprehensive survey of Indian 
administration which included health, and in 


several studies of state government administra- 


tion. He is the author of a recent treatise on 
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relief and social security. Three other dis- 


tinguished members of the staff served with Presi- 
dent Moulton as a committee for critical review. 


In the preparation of the report emphasis was 
placed upon appraising all the available evidence 
with a view to clarify the primary issues involved 
in the provision of more adequate medical care. 
The study is confined to the economic, social and 
administrative issues involved in two broad plans 
for participation by the national government in 
the provision of medical care for the individual. 
These two major proposals are the grants-in-aid 
plan and the compulsory health insurance plan. 

The highlights of the gratifying conclusions 
and recommendations set forth in this truly 
scientific analysis and highly significant report 
will be commented on editorially in succeeding 
issues of The Journal. Fortunately, because of 
the wide public interest in the subject of com- 
pulsory health insurance, the Brookings Insti- 
tution has made the full study available in 
printed form.* 


*The Issues of Compulsory Health Insurance. By George 


W. Bachman and Lewis Meriam. Pp. 271. Washington, D. C.: 
The Brookings Institution, 1948. 


BABY BLACK MARKETEERING 

Strange indeed to the American scene seem 
such headlines as “Babies for Sale,” “Under 
Cover Baby Traffic’ and “Black Market Place- 
ment of Babies.” Nevertheless, social workers 
proclaim and the courts of the land echo that 
there exists in Florida and throughout the nation 
one of the most vicious of all rackets, illicit 
traffic in babies. 

Adoption specialists agree that approximately 
one third of all the children in foster homes reach 
there by the black market route. The size of the 
adoption market is largely predicated on the num- 
ber of illegitimate children since according to the 
best estimates 75 per cent of all children re- 
ceived by foster parents are born out of wedlock. 
In addition to outright selling, there are many 
casual, off-the-cuff arrangements made by the 
natural mother, friends, lawyers, kindly nurses, 
well meaning doctors, goodhearted neighbors and 
sympathetic business acquaintances. 

Understanding the complete evil of this black 
market is everyone’s business. Every baby ob- 
tained by this route runs the chance of turning 
into a problem, and every individual adjustment 
problem tends eventually to become a problem 
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for society. Foster parents who take children in 
this way have no protection whatever if the child 
should develop unfavorably physically or men- 
tally. Basically, the answer to the problem is 
education. 

The control of this illicit traffic in babies 
requires that all adoptions should be a matter of 
public concern. Much of the present abuse can 
be minimized by the enactment and enforcement 
of adequate laws respecting child placement 
agencies. Florida has no law regulating the 
placement of children in adoptive homes. Only 
about 10 per cent of all placements in this state 
are now being made through properly licensed 
child-placing agencies, according to Marcus C. 
Fagg, state superintendent of The Children’s 
Home Society of Florida. The demand is so great 
that many foster parents prefer the short cuts 
of black market baby shopping and undercounter 
placements rather than wait a reasonable time, 
accepting the risks and ignoring the advantages 
of the protection offered them, the natural parents 
and the child by adoption experts. 

Legislation now being proposed merits the 
hearty support of Florida’s physicians. It would 
require any individual, any doctor or lawyer, any 
organization or agency, any maternity home, 
hospital or other institution to be licensed by the 
State Welfare Board before placing any child 
and would exact heavy penalties for ignoring or 
breaking the law. Sponsoring the drafting and 
passage of such a measure are The Children’s 
Home Society of Florida, the State Welfare 
Board, the Florida Children’s Commission and 
Councils of Social Agencies throughout the state, 
supported by numerous civic and other lay or- 
ganizations. 

Such regulation by law will insure a careful 
study of the child’s background so that children 
who should never be placed for adoption will not 
be placed and families who receive children 
for adoption will have every protection. New 
Jersey, Maryland and California now have such 
protective laws, and several other states are in 
the process of developing such legislation. Florida 
should be in the vanguard of these states. 

74 


FLORIDA’S CHILD HEALTH SERVICES 
What child health services are rendered the 


children of Florida? How does this state com- 
pare with the rest of the nation in striving to 





— 
attain the objective stated in the National Health 
Program of the American Medical Association 
“that every child should have proper attention, 
including scientific nutrition, immunization and 
other services . . .?” 

The Florida Pediatric Society set out to learn 
the answers to these and many other questions 
relating to the medical care of children in private 
practice, clinics and hospitals and by public or 
voluntary health agencies. This research was 
done to provide tools for devising plans to im- 
prove child health services. 

Coincident with the Florida study, all other 
states of the nation were collecting the same type 
of information for their respective areas. Never 
before in the history of medicine has such a 
comprehensive study of the care of the nation’s 
children been made. Now the story of all 3,076 
counties of the United States can be told. 

A report summarizing much of the data col- 
lected in the Florida study will be published this 
summer. It is a condensed report, for in order 
to make it brief enough for practical use in the 
state only the most salient points are presented. 

Members of the Florida Medical Association, 
other physicians and dentists will receive 
copies. Your copy should reach you about the 
time you receive this Journal. 

The physicians of the state are the logical 
group to make use of this factual material. They 
are the ones who should instigate and support 
all justifiable changes to be made for the im- 
provement of child health services. To do so 
every physician needs the facts. It is important 
that you read the report. 


sw 


A. M. A. CONVENTION 


The Ninety-Seventh Annual Session of the 
American Medical Association, which was held in 
Chicago from June 21-25, drew an attendance of 
11,963 physicians, the largest roster in the his- 
tory of the association except for that of the 
Centennial Session held last year. Dr. R. L. 
Sensenich of South Bend, Ind., succeeded Dr. 
Edward L. Bortz of Philadelphia as president of 
the association. 

The president-elect is Dr. Ernest E. Irons 
of Chicago, who has been serving as secretary of 
the Board of Trustees and who for many years 
has been a leader in organized medicine. Dr. Irons 
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at the present time is professor of clinical medi- 
cine in the University of Illinois. Other officers 
include Dr. R. W. Fouts of Omaha, vice presi- 
dent; Dr. George F. Lull of Chicago, secretary 
and general manager; Dr. J. J. Moore of Chicago, 
treasurer. 

The 1949 convention will be held in Atlantic 
City from June 6 through June 10. 

Florida's delegates were Drs. Homer L. 
Pearson, Jr., of Miami and Louis M. Orr, II, of 
Orlando. Dr. Pearson is a member of the Judicial 
Council of the A. M. A. Dr. Orr served on the 
Reference Committee of the House of Delegates 
which reviewed the Reports of Officers. 

Florida was represented by 124 members of 
the Association. The official roster includes the 
following names: 


BRADENTON: Lowrie W. Blake, Willett E. Wentzel. 
COCOA: Thomas C. Kenaston. CORAL GABLES: Gun- 
nard J. Antell, Karl W. Vetter. CRESCENT CITY: 
Bernard E. Kane. FERNANDINA: Henry B. Dickens, Jr. 
FT. LAUDERDALE: Anna A. Darrow, Robert L. Elliston, 
Roland F. Fisher, Benjamin F. Hart, Richard A. Mills, 
Scottie J. Wilson. GAINESVILLE: F. Emory Bell. 
HOLLYWOOD: Robert J. Patterson. JACKSONVILLF: 
John A. Beals, Joel Fleet, Malcolm J. Ford, William G. 
Harris, Gordon H. Ira, Samuel S. Lombardo, Irving J. 
Strumpf. LAKELAND: Samuel J. Clark, Fred S. Gachet. 
MELBOURNE: Theodore J. Kaminski. 

MIAMI: Ralph F. Allen, Reuben B. Chrisman, Jr., 
L. Washington Dowlen, Maurice I. Edelman, Frederick E. 
Farrer, M. Jay Flipse, Roger J. Forastiere, Charles E. 
Hebard, Carlos P. Lamar, George D. Lilly, A. Buist 
Litterer, Joseph Lomax, Franklin McElheny, Jack A. 
McKenzie, James K. McShane, Donald F. Marion, Claude 
G. Mentzer, E. Sterling Nichol, Russell K. Nazum, Samuel 
W. Page, Jr., Homer L. Pearson, Jr., Gerard Raap, Harold 
Rand, Julian A. Rickles, Donald G. Stannus, Richard F. 
Stover, Herbert W. Virgin, Jr. 

MIAMI BEACH: Bernhard Baer, Lewis Capland, 
Harold H. Fox, Meyer J. Glick, Emil M. Isberg, Saul H. 
Kaplan, George N. Leonard, Alexander Libow, Rose E. 
London, David A. Nathan, Julius A. Oshlag, Joseph B. 
Pomerance, Francis A. Reed, Alexander Robbins, Maurice 
J. Rose, Alexander E. Rosenberg, Rene A. Torrado. 
OCALA: Harry F. Watt. ORLANDO: Clarence Bernstein, 
Thomas G. Bouland, Jr., Elwyn Evans, Edward T. Furey, 
Fred Mathers, Pleasant L. Moon, Jr., Louis M. Orr, II, 
Don C. Robertson. 

PALM BEACH: Oscar L. Kelley, Fred E. Manulis, 
Alvin E. Murphy. PANAMA CITY: Charles H. Daifin, 
William C. Roberts. PENSACOLA: Luther C. Fisher, Jr., 
Harry J. Haisfield. ST. AUGUSTINE: S. Raymond Cafa- 
ro, Vernon A. Lockwood, Donald T. Rankin. ST. PETERS- 
BURG: Arnold S. Anderson, Elmer B. Campbell, John H. 
Cordes, Jr., Harry R. Deane, Dean W. Hart, Norval M. 
Marr, Harrison G. Palmer. SARASOTA: John M. Butcher, 
Joseph Halton, J. Edward Harris, Cecil E. Miller, Reaves 
A. Wilson. SEBRING: Leldon W. Martin. 

TALLAHASSEE: Harold O. Hallstrand, Benjamin A. 
Wilkinson. TAMPA: Frank S. Adamo, J. Robert Campbell, 
Edith M. Corlew, Joshua C. Dickinson, J. Brown Farrior, 
Americo J. Ferlita, Gaetano C. Ferrante, H. Phillip Hamp- 
ton, Paul J. McCloskey, Nathan L. Marcus, Thomas F. 
Nelson, Anthony P. Perzia, Joseph D. Scolaro, Burdette 
Smith, Alvord L. Stone, Morris Waisman, Wesley W. Wil- 
son. WEST PALM BEACH: Lawrence R. Leviton, Saul D. 
Rotter. WINTER HAVEN: Lee E. Parmley. WINTER 
PARK: Ruth S. Jewett. 
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SHREWS AND MALARIA 
NEW RESEARCH AID 

In the research laboratory it would appear to 
be the tainting of the shrew—the elephant shrew, 
that is. This mouselike midget measuring about 
3 inches in length has velvety fur and gets its 
name from its long, flexible nervously exploratory 
nose with a rubbery tip. Newest reinforcement 
in science’s war against malaria, this tiny mam- 
mal gives promise of eliminating a grave stum- 
bling block in research on this disease. 

Regarded by scientists as perfect malaria 
subjects, 104 of these shrews arrived in Wash- 
ington in June from their home on the upper 
Nile in the Anglo-Egyptian Sudan. Navy scien- 
tists with the University of California African 
expedition searched the brush for some weeks to 
gather this interesting cargo, captured in snares 
by natives. Since shrews are cannibalistic, it 
was necessary to cage them in pairs to keep them 
from devouring each other on the 8,500 mile one 
stop air journey, which seemed to bother them 
not at all. Insect eaters in their wild state, they 
have in captivity taken readily to a diet of oatmeal 
porridge, chopped hardboiled eggs and finely 
ground meat. 

The discovery that these little animals are 
susceptible to malaria marked them as valuable 
research material. Malaria susceptibility is rare 
and spotty among mammals. Guinea pigs and 
rabbits, for example, do not have the disease. 
Chickens and canaries have been tried out with 
moderate success only for their blood type is 
too far removed from that of human beings. The 
shrew, however, has a circulatory, respiratory and 
nervous system similiar to man’s and can be 
easily infected with a genuine case of malaria. 
In fact, about 20 per cent of the imported shrews 
were already malarial. 

Navy doctors at the Naval Medical Research 
Institute are determining the species of malaria 
parasites with which the shrews may be infected. 
They will try to transfer these to commoner, 
cheaper and more prolific experimental animals 
such as mice, rats and hamsters, since the shrews 
are worth about $60 apiece. To obviate the 
need for further expensive importations from 
Africa, they will also endeavor to get the shrews 
to breed in captivity. Too, they will try out 
assorted new antimalaria drugs on the infected 
animals. 
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SYPHILIS RECORDS OF VETERANS 
MADE AVAILABLE TO PHYSICIANS 


At the request of Dr. Paul B. Magnuson, 
chief medical director of the Veterans Adminis- 
tration, the following notice is published: 

“The Veterans Administration has in_ its 
custody the majority of syphilis records of those 
Army personnel who were treated for this disease 
while in active service, and in many instances 
can procure informative data from the syphilis 
records of other than Army personnel. It is 
thought that many physicians treating veterans 
for syphilis as private patients would find a 
resume of the syphilis record useful since the 
details of treatment, results of spinal fluid exami- 
nations, and blood serologies are incorporated 
in the records. 

Resumes of these records are available to 
physicians who are treating such veterans pro- 
vided authorization for the release of the data 
is given by the veteran. Requests for the resumes 
accompanied by an authorization for the release 
of the data, dated and signed by the veteran, 
should be addressed to the Dermatology and 
Syphilology Section, Veterans Administration, 
Munitions Building, Washington 25, D. C. It 
is most important that the veteran’s Service 
Serial Number and other identifying information, 
such as the date of enlistment, the date of dis- 
charge, rank, and organization be included. 

Ordinarily, the resumes can be furnished in 
approximately two weeks from the date of the 
receipt of the request and signed authorization.” 


—s 


FLORIDA BLOOD BANK ASSOCIATION 


The second annual meeting of the Florida 
Association of Blood Banks was held in Miami, 
May 7 and 8. Four major blood banks were 
represented, each of which is operated inde- 
pendently. Florida’s blood bank organization 
differs from other state programs in that there 
is no central control, but there is, through the 
state organization, unformity of technic and 
reciprocity among the banks. Much interest was 
evidenced in forming new banks for areas not 
covered as well as sub-banks, to operate under the 
central organizations. 

The major portion of the meeting was con- 
cerned with scientific presentations by some of 
the outstanding blood research men in the coun- 
try. Principal speakers on the Rh and Hr factors 
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were Drs. Alexander S. Wiener and Philip Levine, 
co-discoverers of the Rh factor; Dr. Ernest 
Witebsky, the Anti-A and Anti-B expert; and Dr. 
Louis K. Diamond, Harvard Medical School. 

Other internationally famous authorities who 
spoke on blood and plasma in shock, burns, anemia 
and other conditions were Dr. Virgil H. Moon, 
Jefferson Medical School of Philadelphia; Dr. 
John Scudder, president-elect of the American 
Association of Blood Banks and director of the 
Blood Bank of the Presbyterian Hospital, New 
York; Dr. William Dameshek, editor-in-chief of 
the new medical publication, Blood; and Capt. 
Lloyd R. Newhouser, United States Navy, who 
spoke of the part the organized blood banks 
would play in the event of atomic catastrophe. 
Other speakers included Dr. Elmer L. DeGowin, 
State University of Iowa College of Medicine; 
Dr. Robert Elman, Washington University 
School of Medicine; and Dr. John Elliott, re- 
search director of the Dade County Blood Bank 
and past president of the Florida Association of 
Blood Banks. 

It was pointed out that three times as many 
blood transfusions are being given at this time 
as in 1940. A considerable portion of the work 
of the organized blood bank project is public 
education and publicity. With such increased 
demands made upon blood reserves and_ blood 
bank products, it is imperative that the public 
come to accept the idea of supporting the blood 
banks. 

Lengthy discussions were held on the Rh and 
Hr factors as well as nomenclature. Dr. Diamond 
discussed in his paper the newest developments in 
indication and technic for exsanguination trans- 
fusion. 

There was much interest in the subject of the 
use of universal Group O blood for transfusion 
to AB, A and B recipients, consideration being 
given the use of Witebsky’s A and B Substances 
when Group O was given to other types. The use 
of Rh negative blood for positive patients was 
discussed, incidents being recorded of sensitiza- 
tion of such patients through the use of negative 
blood. 

It is anticipated that scientific gatherings will 
be held from time to time in order that informa- 
tion may be made available for the medical 
profession as developments are made in the field 
of blood research, through the organized blood 
banks. The next annual meeting of the asso- 
ciation will be held in Tampa in February. 
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RESEARCH FELLOWSHIPS 

AMERICAN COLLEGE OF PHYSICIANS 

The American College of Physicians announces 
that a limited number of Fellowships in Medicine 
will be available from July 1, 1949 to June 30, 
1950. These Fellowships are designed to pro- 
vide an opportunity for research training either 
in the basic medical sciences or in the application 
of these sciences to clinical investigation. They 
are for the benefit of physicians who are in the 
early stages of their preparation for a teaching 
and investigative career in Internal Medicine. 
Assurance must be provided that the applicant 
will be acceptable in the laboratory or clinic of 
his choice and that he will be provided with the 
facilities necessary for the proper pursuit of his 
work, 

The stipend will be from $2,000 to $3,200. 

Application forms will be supplied on request 
to The American College of Physicians, 4200 
Pine Street, Philadelphia 4, Pa., and must be 
submitted in duplicate not later than Nov. 1, 
1948. Announcement of the awards will be made 
as promptly as is possible. 


4 


STANDARDIZATION OF INTRAVENOUS 
SETS REQUESTED 

At the joint meeting of the medical societies 

of Sarasota and Manatee counties in May, Dr. 

Joseph Halton presented a letter containing a 

resolution pertaining to the difficulties encoun- 

tered incident to the recent sudden withdrawal 

of the intravenous solutions of one manufacturer. 

The resolution was adopted, and it was directed 

that a copy of the letter be sent to The Journal 
for publication. The letter follows: 


May 11, 1948 
Journal of the Florida Medical Association 
Jacksonville 1, Florida 
Dear Sirs: 

The confusion in times of crisis caused by manufac- 
turers of intravenous fluids not having standardized in- 
travenous sets has been forcibly brought to our attention 
through the unfortunate contamination and calling in all 
intravenous fluids of one manufacturer. Therefore, I have 
introduced the following resolution in our joint medical 
meeting of Sarasota and Manatee counties. 

“BE IT RESOLVED, That all manufacturers 
of intravenous solutions be requested to standardize 
the intravenous sets so they can be interchangeable 
and can be used on any container of intravenous 
fluids.” 


SUL AMERICA PRIZE 


At the request of the Counsu! General of 
Brazil in Miami, The Journal is pleased to make 
the announcement which follows: 

The Sul America Prize, established for the 
first time in 1947 by the insurance companies 
of Sul America group, will be awarded in 1948 
by the Brazilian Institute of Education, Science 
and Culture (IBECC) to the best work on 
“Tuberculosis Prophylaxis,’ written by one or 
more physicians, citizens of any American coun- 
try. The requirements are as follows: 

1. The monographs, original and never be- 
fore published, will be presented to the office of 
the IBECC at Palacio Itamaraty, headquarters 
for the Ministry of Foreign Relations, in two 
typewritten copies with not less than one hundred 
pages, signed by the author and written in 
Portuguese, Spanish, French or English. The 
works must be presented not later than Nov. 
30, 1948. 

2. The Board of Directors of the IBECC 
will organize a commission of three capable 
members, competent in that branch of medicine, 
and preferably members of the Institute. The 
commission will give its opinion about the works 
that have been presented and will indicate the 
one to be awarded the prize. 

3. The prize will be in the amount of 
Cr$50,000.00 (approximately US $2,500.00) and 
will consist of a diploma signed by the president of 
the IBECC and the commission members. 

4. The commission may propose the parti- 
tion of the prize between two works, or decide 
not to grant same. 

5. The final judgment and the name indi- 
cated for the award will be subject to approval 
by the IBECC Board of Directors. 

6. In case the prize is not granted, the con- 
test will be reopened for a period of twelve 
months, with the requirements the same as herein 
stated. 

7. The prize will be awarded in a solemn 
session of the IBECC, to be presided over by the 
Minister of Foreign Relations in the Palacio 
Itamaraty during the second part of December 
1948. 
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FLORIDA BLUE SHIELD ENROLMENT 


For many years doctors have had as patients 
people who carried commercial insurance designed 
to cover surgical procedures. The doctors are 
entirely familiar with the lengthy and oftentimes 
complicated forms, which in the majority of cases 
it was necessary to complete before the insured 
could collect from the commercial carrier. Also, 
too frequently a long delay in settlement has oc- 
curred. Although many old line insurance com- 
panies wrote standard provisions in their policies 
which were practically uniform in their benefits 
and simple in their interpretation, too many 
companies issued policies which were subject 
to multiple interpretations and which, too often, 
proved of little or no value to the insured. Over 
the years the “red tape” encountered by the 
insured with this type coverage has been suffi- 
ciently great to create a doubt on the part of the 
public in general as to its value. This accounts 
for the comparatively small percentage of the 
population who have this type insurance coverage. 

The public in general is, however, intensely in- 
terested in a prepayment medical care program 
which will eliminate questionable features, argu- 
ments and delays in payment for services. Non- 
profit operation appeals to them since it assures 
maximum benefits at a minimum cost. A program 
which stresses “services” rather than “cash indem- 
nity” also has its strong appeal. That this is so, and 
that the public has confidence in such programs, 
is evidenced by the tremendous growth of the 
Blue Cross Plans, which are plans for the 
prepayment of hospital bills, and which today 
boast a membership of over 30,254,000 people. 
The companion Blue Shield Plans, organized more 
recently, have also shown a phenomenal growth, 
having, in a short time, enrolled approximately 
10,000,000 people in sixty-seven plans through- 
out this country. 

Why have the Blue Cross and Blue Shield 
Plans grown so rapidly? There are two main 
reasons. First, the service benefits of both 
Plans have public appeal. Second, the public have 
confidence in their hospitals and their doctors. 
They feel that if they have contracts with their 
own hospitals and with their own doctors to render 
them services and that if these service plans are 
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administered on a nonprofit basis, they will get 
what they pay for at minimum cost and trouble. 
Public acceptance is a MUST for the success 
of any Blue Shield Plan. 
socialized medicine legislation and because labor 


Because of pending 


organizations are putting up a solid front to 
obtain this type of legislation, TIME, in which 
a large membership in the voluntary prepayment 
Plan must be enrolled, is also of the essence. 
The doctors of the state of Florida can assist 
in this enrolment by signing participating agree- 
ments with the Florida Blue Shield Plan. They 
should do so whether they are surgeons, obstet- 
When the Blue Shield 
representatives contact groups of employees in 
in Blue Shield and ex- 


ricians or internists. 


order to enrol them 


plain, as they do, that the Plan is presented to 
the people of Florida by the doctors themselves 
and then issue participating physicians lists to 
the employees, the first thing these employees do 


is to look for the name of their doctor. It is not 


important to them whether their doctor is a 


surgeon or an obstetrician. He may not be en- 


gaged in performing any of these services, but 
the fact that he is not on the list is all the evi- 
dence they need that the Plan itself is ‘no good.” 
What they have to say about it, even though they 
are comparatively uninformed, still carries a 
great deal of weight with their fellow employees. 
Enrolment suffers. 

There is bound to be some skepticism at first 
on the part of the public regarding any new 
plan, even though the doctors themselves are 
presenting it. This skepticism is easy to dissolve. 
It is usually engendered through lack of complete 
understanding of their own Plan on the part of 
the participating doctors themselves. As a case 
in point, it has been reported that one doctor 
inadvertently told a member of a large Blue 
Shield group, “Yes, I put some money up to 
help start the Blue Shield Plan, but I do not 
know much about it—suppose it is all right.” 
Another participating doctor told a_ subscriber 
that he had signed a participating physician’s 
agreement but that as far as he was concerned, 
regardless of the income of the subscriber, his 
fee would remain as it always had been and that 
the fee paid by the Fee Schedule would constitute 
a credit on the account and the subscriber would 
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have to pay the difference. The subscriber was a 
family man with five children earning $2,800 a 
year and was, therefore, entitled, in accordance 
with the participating physician’s agreement, to 
full services with no additional charge over the 
amount paid by the Fee Schedule. 

Fortunately for the success of the Plan, in- 
stances of the kind mentioned occur more infre- 
quently now because the doctors are becoming 
thoroughly acquainted with their own Plan and 
with how it functions. They know that within 
forty-eight hours after submitting their bill for 
services a check is sent them. They know too that 
enrolment results prove (over 55,000 members in 
the Florida Plan) that their Plan is gaining in 
favor with the public. Their full cooperation with 
the Plan is responsible for this growth. 
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TYPHUS CONTROL 

The typhus fever rate declined sharply in 
1947 in those Florida counties carrying out 
organized typhus control measures. A 46 per 
cent reduction in reported typhus cases was evi- 
dent over the previous year for the six counties 
where control procedures have been in opera- 
tion. In comparison, there was a 64 per cent 
increase in the combined number of reported 
cases from those counties. where no organized 
control work was performed. 

The first case of endemic typhus fever was 
officially reported to the State Board of Health 
in 1918. The number of cases has increased from 
year to year to a peak in 1944, when 484 cases 
were reported. During the thirteen year period 
from 1935 to 1947, a total of 2,972 human cases 
with 199 deaths was observed in the state. It 
has been demonstrated that only 1 human typhus 
case of each 3 cases that occur is reported; there- 
fore, it can be seen that in a period of thirty 
years, typhus fever has become a disease of 
major importance in Florida. 

The State Board of Health is now engaged 
in an all out program to control this devitalizing 
and debilitating disease. The present control 


program is concentrated in those counties from 
which the greatest number of cases have been 
reported. 

Since murine typhus fever is primarily a 
disease of rats and is transmitted from rat to rat, 
and from domestic rats to man, through the 
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agency of the rat flea, our efforts are naturally 
directed at controlling the domestic rats and their 
ectoparasites. 

The control measures now being carried out 
in the organized counties consist of rat-proofing 
of buildings, distribution of poisoned rat-baits, 
rat-trapping, promoting better garbage disposal 
methods and distribution of 10 per cent DDT 
dust in and around buildings. 

To the present time, spectacular results have 
been accomplished in the reduction of rat flea 
infestations, with concurrent reduction in reported 
cases of human typhus, by dusting with a 10 per 
cent DDT powder the premises of all residences 
and business establishments in the certain endem- 
ic typhus foci areas chosen for control work. 
In these areas rat runs and rat habitats are 
thoroughly dusted with DDT powder. In mov- 
ing about the rats pick up particles of the toxic 
dust which greatly reduces the numbers of fleas 
on the rats. This flea reduction lessens the 
likelihood of the transmission of the disease from 
rats to man. 

An example of the effectiveness of this method 
for the control of typhus was observed in a 
section of the city of Tampa. Prior to any 
dusting operation, rats were trapped and rat 
serums were collected and subjected to typhus 
complement fixation tests. The rats were also 
combed for fleas and other ectoparasites. Of 
the rat serums examined, 84 per cent gave typhus- 
positive complement fixation tests. An average 
of 15 fleas per rat was recovered from the rats 
combed. In 1947 only 4 typhus-positive rat blood 
serums were collected in the Tampa dusted area 
from a total of 132 serums tested. The rat-flea 
index was 0.134, or, 1 flea per 7 rats. Not a 
single human typhus case was reported in 1947 
from this area where many cases had previously 
occurred. 

In other areas where dusting was carried out 
over a two year period, comparable results were 
achieved. Rat-flea populations were markedly 
reduced. Positive rat blood serums have become 
rare in the areas of operations. This reduction 
in positive typhus rat blood serums and in rat-flea 
populations was obtained in those areas of human 
typhus foci so that a concurrent lowering of the 
human typhus rate in Florida resulted. The 
evidence which has been accumulated indicates 
that rat-flea and rat control is the most practical 
method of striking at the occurrence of murine 
typhus in human beings. 
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Out of West Florida on June 27 came an 
outstanding project in medical public relations. 
As a part of the regular Sunday edition of the 
Pensacola News-Journal there was published an 
18-page medical supplement sponsored by the 
Escambia County Medical Society. 

Reviving a successful venture of prewar days, 
prior to the advent of newsprint shortage, the 
doctors of the Pensacola area again utilized this 
means of presenting to the public the too little 
known story of the contributions of the medical 
profession. A committee from the medical society 
was responsible for assembling and editing copy 
and photographic material submitted for publi- 
cation by doctors, nurses, health officials, welfare 
agencies and many others. 

The entire staff of the News-Journal gave 
generously in time and effort to produce an at- 
tractive and readable presentation. The Escambia 
County physicians are particularly grateful to 
the editor, Mr. Marion Gaines, upon whom the 
brunt of the responsibility rested. They also 
wish to express their appreciation to Mr. John 
H. Perry, president, and Mr. Braden Ball, pub- 
lisher, of the News-Journal Company. 

Without the cooperation and support of the 
business firms in Pensacola and _ surrounding 
areas the accomplishment of such an enterprise 
would have been impossible. Through the assist- 
ance of Mr. Robert Rainey, News-Journal ad- 
vertising director, these organizations supplement- 
ed the messages of the news columns with appro- 
priate and timely advertisements. 

Early commentary on the medical supplement 
indicates that the reception by the public is 
generally favorable. The Escambia society seems 
to have found one answer to an_ increasingly 
difficult problem—that of submitting helpful 
medical and health information to the lay public 
in a form which is appealing, and which the 
readers can understand. 


4 


FOR RENT: Doctor's office in a new medical arts 
building; ideal location. Two doctors share reception 
room. Will give long or short lease. Contact owner, C. A. 
H. Jordan, 2173 S. W. Sixth Street, Miami. Mailing ad- 
dress, M. J. Laboratories, P. O. Box 51, Riverside 
Station, Miami 35, Fla. 


-—4 
WANTED: Ear, nose and throat specialist for asso- 


ciation in office of Miami physician on percentage basis. 
Write 69-18, P. O. Box 1018, Jacksonville, Fla. 





Dr. C. LeRoy Adams, Jr., of Live Oak has 
returned to his offices after completing a post- 
graduate course at the University of lowa College 
of Medicine in Iowa City. 

a2 

Dr. William P. Logan of Lakeland spoke at 
the June meeting of the local Rotary Club, dis- 
cussing the development of a statewide blood 
bank system in Florida. 

y— 2 

Dr. Ernest R. Bourkard of Miami has joined 
the staff of the Mason Smith Clinic in Tampa. 
His association was effective on August 1. 

oa 

Miami has been chosen as the convention city 
for the forty-second annual meeting of the 
Southern Medical Association which will be held 
from Oct. 25 through Oct. 28, 1948. 

ya 

Dr. Elwyn Evans of Orlando attended various 
medical meetings in Chicago during the month 
of June. He presented a paper before the III Inter- 
American Cardiologic Congress entitled “The Elec- 
trocardiogram in Pneumoperitoneum Including 
Augmented Unipolar Limb Leads and Unipolar 
Esophageal and Chest Leads; New Chest Lead 
Terminology.” The work was done in collabora- 
tion with Dr. Thomas C. Black of the Florida 
State Tuberculosis Sanitorium. Dr. Evans advises 
that abstracts are to appear in the American Heart 
Journal, the French Heart Journal and the South 
American Heart Journal. At a meeting of the 
American Geriatric Society, Dr. Evans presented 
a paper on “The Carotid Sinus Syndrome.” He 
also has been nominated to the Advisory Council 
of the American Heart Association. 

ya 

Dr. Elliott M. Hendricks of Ft. Lauderdale 
discussed the possibilities of addition hospital 
facilities in Broward County before members of 
the local Rotary Club on June 11. Dr. Hen- 
dricks spoke of the prospects of obtaining the 
physical plant of the hospital facilities at the 
naval base in Ft. Lauderdale and stated that a 
committee is at work on plans. 

P24 

Dr. Rollin D. Thompson of Orlando is the 
newly elected president of the National Tuber- 
culosis Association. He was elected in June at 
a meeting of the organization’s board of directors 
in New York City, 
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Dr. Joseph S. Stewart of Miami addressed 
members of the staff of Monroe Memorial 
Hospital in Ocala in June. Dr. Stewart’s re- 
marks were in reference to the progress of surgery 
during the past fifty years. The topic of the 
paper which he presented was “Regional Enteritis 
When Discovered at an Operation for Acute 
Appendicitis.” 


P24 


Twelve members of the Florida Medical 
Association were registered at the meeting of the 
American Psychiatric Association which was held 
recently in Washington, D. C. They were Dr. 
Walter G. Miles of Chattahoochee, Drs. Sullivan 
G. Bedell and William H. McCullagh of Jackson- 
ville, Drs. James L. Anderson, W. Tracy Haver- 
field, Paul Kells, John J. McAndrew and Edward 
H. Williams of Miami, Drs. Jess V. Cohn, Bern- 
ard Goodman and Lester Stepner of Miami 
Beach and Dr. Samuel G. Hibbs of Tampa. 


Pa 


Dr. Harold S. Knowles of Orlando partici- 
pated in a current research project on cancer in 
June at Children’s Hospital and the Harvard 
University Medical School in Boston. 

a 


Dr. Harold D. Van Schaick of Miami spoke 
to members of the medical division of the Coral 
Gables Veterans’ Administration Hospital on 
June 11. His subject was “Medical Ethics and 
Public Relations.” 

a4 

Dr. Karl B. Hanson of Jacksonville enroled 
in June for a postgraduate course entitled ‘Physi- 
ological Basis for Internal Medicine,” which was 
offered by the American College of Physicians 
at the University of Illinois College of Medicine 
in Chicago. 

P24 

Dr. Thomas H. Lipscomb of Jacksonville 
addressed members of the Jacksonville Optimist 
Club at their regular luncheon meeting on June 
25. In his address Dr. Lipscomb stressed the 
need for early diagnosis of cancer. 


4 


Seven members of the Association lectured at 
an advanced course in “education of the partially 
sighted” which was held at the Florida State Uni- 
versity from June 14 through July 12. Twenty-two 
teachers attended the course which stressed the 
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technics of training visually handicapped children. 
Lecturers included Dr. William Y. Sayad of West 
Palm Beach, Dr. Charles C. Grace of St. Augus- 
tine, Dr. Hollis C. Ingram of Orlando, Dr. 
Bascom H. Palmer of Miami, Dr. Shaler Richard- 
son of Jacksonville, Dr. Sherman B. Forbes of 
Tampa and Dr. Nathan S. Rubin of Pensacola. 





BIRTHS AND DEATHS 





BIRTHS 
Dr. and Mrs. Lee E. Bransford, Jacksonville, an- 
nounce the birth of a son, Richard Hobbs, on June 26, 
1948. 
- 2 


DEATHS——-MEMBERS 

May 29, 1948 

May 30, 1948 

June 16, 1948 
July 6, 1948 


Dr. Samuel Puleston, Sanford 

Dr. Lawrence L. Stepp, Ft. Lauderdale 
Dr. Henry C. Dozier, Lavallette, N. J. 
Dr. Frederick W. Krueger, Jacksonville 








F. M. A. ANNUAL MEETING 


The 75th Annual Meeting of the Florida Med- 
ical Association is scheduied to be held in Belle- 
air, April 10-13, 1949. The announcement was 
made by Dr. Duncan T. McEwan, chairman of 


the Board of Governors. 
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MEDICAL DISTRICT MEETINGS 


The chairman of the Council, Dr. Herman 
Watson, has just announced that the dates of the 
four Medical District meetings have been offi- 
cially set by the Council as follows: 


Live Oak, Monday, Oct. 18, 1948 

Daytona Beach, Tuesday, Oct. 19, 1948 
Bradenton-Sarasota, Wednesday, Oct. 20, 1948 
West Palm Beach, Friday, Oct. 22, 1948 
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BAY 
Members of the Bay County Medical Society 
have paid 1948 dues to the Association. 


4 


MADISON-SUWANNEE 
All members of the Madison-Suwannee Coun- 
ty Medical Society have paid 1948 dues to the 
Association. 
4 


MARION 

The May Meeting of the Marion County 
Medical Society was held at the Hotel Florida 
in Ocala with the following members present: 
Drs. Hugh H. Barfield, Richard C. Cumming, T. 
Hartley Davis, Bertrand F. Drake, Henry L. 
Harrell, Eaton G. Lindner, Carl S. Lytle, William 
J. McGovern, Eugene G. Peek, Sr., Thos. H. 
Wallis and Harry F. Watt of Ocala; Dr. James 
L. Strange of McIntosh and Dr. Herbert M. 
Webb, Jr., of Wildwood. 
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NASSAU 
The 1948 dues have been received from the 
entire membership of the Nassau County Medical 
Society. 
land ’ 


POLK 
At the June meeting of the Polk County 
Medical Society, Dr. William P. Logan of Lake- 
land spoke on blood transfusions. Drs. Lamar 
L. Lancaster and Theodore C. Keramidas of 
Winter Haven discussed the paper. 


is 


PUTNAM 

The June meeting of the Putnam County 
Medical Society was held in Crescent City on 
June 8 with the following members present: Dr. 
Joseph E. Rose of Bunnell, Dr. Grover C. 
Collins of Palatka, and Drs. Edward W. Ford, 
Bernard E. Kane and James W. Davidson of 
Crescent City. In the absence of an arranged 
program, various cases were discussed by the 
attending physicians. All members of the society 


have paid 1948 dues to the Association. 
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ANDRE ALEXANDER CUETO 
Dr. Andre A. Cueto of Ft. Lauderdale died 
suddenly in his home on Sept. 19, 1947 following 
a heart attack. He was 42 years of age. 

In 1934 Dr. Cueto was graduated from the 
University of Cincinnati College of Medicine 
and in 1939 was licensed to practice medicine in 
Florida. He had maintained offices in Ft. Lauder- 
dale since 1940. 

Surviving are his widow and three sons, 
Richard, Ronald and Robert. 


PERRY CLEVELAND FARNELL 

Dr. Perry C. Farnell of Branford died sud- 
denly at his home on June 5, 1948 following a 
heart attack. He was 63 years of age. 

The son of Mason T. and Minnie Howell 
Farnell, Dr. 
County, near Fort White on Aug. 4, 1884. He 
received his early education in the Columbia 
County schools and later attended the old State 
College at Lake City. In 1912 he was graduated 
from the Medical College of the State of South 
For fourteen years fol- 


Farnell was born in Columbia 


Carolina in Charleston. 
lowing his graduation he practiced medicine in 
Lake City and then opened offices in Branford, 
where he practiced until the time of his death. 

He was a member of the Madison-Suwannee 
County Medical Society, the Florida Medical 
Association and the American Medical Associa- 
tion. He also was affiliated with Branford Lodge 
No. 130 F. & A. M. and with the Shrine. Dr. 
Farnell was a member of the Advent Christian 
Church. 

Dr. Farnell is survived by his widow, Mrs. 
Alice Morris Farnell; one son, J. C. Farnell of 
Zephyrhills, one brother, Dr. C. M. Farnell, Live 
Oak; one sister, Mrs. H. K. Pierson of New 
Smyrna Beach, and two granddaughters, Misses 
Joyce and Sandra Farnell of Zephyrhills. 


(Continued on page 108) 
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RESEARCH 
IN THE SERVICE 
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ARDIORESPIRATORY HISTORY 





OT VEY 


(1578-1657) 


Discovered and 
demonstrated the circulation 
of the blood 

and the 

heart's function. 


A most important milestone in cardiotherapy 
was the introduction of Aminophyllin. 

Its action in stimulating the myocardium 

to increased vigor of contraction 

results in augmented cardiac output 

and increased work. 


SEARLE AMINOPHYLLIN* 


—has exhibited its efficacy also 

in relieving bronchial asthma, 

paroxysmal dyspnea and restoring 
Cheyne-Stokes respiration to a 

more normal rhythm. 

G. D. SEARLE & CO.. CHICAGO 80, ILLINOIS 


*Searle Aminophyllin contains at least 80% 
of anhydrous theophylline. 
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ROLLIN JEFFERSON 

Dr. Rollin Jefferson of Tampa died at his 
home on March 4, 1948. He was 69 years of 
age. 

A native Georgian, Dr. Jefferson was gradu- 
ated in 1903 from the University of Maryland 
School of Medicine and College of Physicians 
and Surgeons in Baltimore. After practicing 
medicine in Columbus, Ga., for two years, he 
opened offices in Tampa in 1905. His practice 


was limited to ophthalmology and otolaryngology. 


He was a member of the Hillsborough County. 


Medical Society, a life member of the Florida 
Medical Association and a member of the Amer- 


ican Medical Association. Locally he was an 


Elk, a Mason and a Shriner. 

Survivors include his widow, Cuthbert Spark- 
man Jefferson; a son, Dr. Curtis B. Jefferson, 
who practiced medicine with his father in Tarapa; 
two brothers, Dr. Benjamin L. Jefferson, Grand 
Junction, Colo., and Dr. Albert Jefferson, Colum- 
and a sister, Mrs. Meta McPhail, 


bus, Ga.; 


Richmond, Va. 


Ea ee ee 
EUSTACE LONG 

Dr. Eustace Long of Madison died at his 
home on Sept. 8, 1947. He was 70 years of age. 

Born on Nov. 19, 1876 in Pike County, Ala., 
Dr. Long was the son of William Albert aud 
Cynthia Ellen Long. Following his preliminary 
education, he was graduated from the Maryland 
Medical College in Baltimore in 1903. He began 
his Florida practice in Macclenny, once serving 
as president of its city council. He resided there 
until 1908 when he moved to Madison. 

During the first World War, Dr. Long served 
as a captain in the Medical Corps’of the United 
States Army. Upon his return he organized and 
was the first commander of the Homer F. Brown- 
ing Post 20 of the American Legion. He was a 
member of the Haywood Masonic Lodge No. 45, 
and of the Sudan Temple of the Mystic Shrine 
at Newbern. 

In 1937 Dr. Long served as president of the 
Madison County Medical Society, and in 1946 


OBITUARIES 
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was president of the Madison-Suwannee County 
Medical Society. He was a member of the Florida 
Medical Association, which he served as a mem- 
ber of the Committee on Necrology for two years, 
and a member of the American Medical Associa- 
tion. 

The widow, Louella Glass Long, survives. Also 
surviving are a son, E. C. Long, of Jacksonville: 
and a daughter, Mrs. William M. Henry, and a 
grandson, William M. Henry, Jr., of Plant City. 


JOHN DENT PEABODY 


Dr. John D. Peabody of St. Petersburg died 
on May 30, 1948 after a brief illness. 
88 years of age and had retired from active prac- 
tice several years ago. 

Dr. Peabody, son of Dr. James Henry Pea- 
body and Virginia Dent Peabody, was born on 
April 24, 1860 in Washington, D. C. Shortly 
thereafter he moved with his parents to Omaha, 
Neb. 

He attended Georgetown University, the Long 
Island College of Medicine in Brooklyn, and was 
graduated in 1882 from the University of Penn- 
sylvania School of Medicine in Philadelphia. Dr. 
Peabody practiced medicine in Omaha for ten 
years when ill health forced him to move to 
another climate. He established cffices in St. 
Petersburg in 1899. 

Dr. Peabody was a charter member and the 
second president of tne Pinellas County Medical 
Society, an honorary member of the Florida 
Medical Association, and a member of the Amer- 
ican Medical Association. He was one of the 
early chiefs of staff of the Mound Park Hospital. 

He also was a charter and life member of 
Lodge 1224, BPOE, and a member of Nitram 
Lodge No. 188, F. & A. M. He was a veteran 
of the Spanish-American War, in which he served 
in the Medical Corps with the rank of captain. 

A son, John M. Peabody of Lynbrook, Long 
Island, N. Y., a daughter, Mrs. Frank Barber of 
Asheville, N. C., and six grandchildren survive. 


He was 


GORDON LEROY EDWARDS 
Dr. G. LeRoy Edwards of Sarasota died on 
March 29, 1948 in Orlando. He was 36 years 


of age. 
Dr. Edwards was graduated from the College 
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of Medical Evangelists in Los Angeles in 1945. 
He had been practicing in his native city since 
1946. 

He was a member of the Sarasota County 
Medical Society, the Florida Medical Association 


and the American Medical Association. 


GEORGE A. DAVIS 

Dr. George A. Davis of DeLand died after a 
prolonged illness on Feb. 20, 1948 in the DeLand 
Hospital where he had been a patient for more 
then two months. He was 89 years of age. 

Dr. Davis was born on Nov. 8, 1858 in Fay- 
ette County, Ga. After completing his elementary 
education in Fayetteville, Ga., he attended the 
College of Atlanta, now known as Emory Uni- 
versity School of Medicine, from which he was 
graduated in 1890. 

He opened his offices in DeLand in 1894 when 
the city had a population of about 600 persons. 
At that time his practice extended throughout the 
entire West Volusia County area. 

During the fifty-three years he resided in 
DeLand, Dr. Davis was active in civic and 
community affairs. He had served as city health 
officer and also as health officer of Volusia 
County. For many years he was the physician 
for the Florida East Coast and the Atlantic Coast 
Line railways. Civically, he was a charter mem- 
ber of the Rotary Club, a past president of the 
DeLand Chamber of Commerce, a member of 
the Masonic Lodge, the Elks, the Odd Fellows 
and the Woodmen of the World. 

Dr. Davis was a member of the Volusia 
County Medical Society, a life member of the 
Florida Medical Association and a fellow of the 
American Medica] Association. 

Surviving are the widow, Mrs. Annie Cochran 
Davis, devoted companion for more than sixty- 
two years; two daughters, Mrs. Charles H. Camp- 
bell and Mrs. John O’Neill, of DeLand; a brother, 
John Davis, and a sister, Mrs. Tobias Brown, of 
Fayette County, Ga.; two grandchildren, Mrs. 
Hugh Garvey and Dr. Charles Campbell, Jr., 
and two greatgrandchildren. 


(Continued on page 117) 
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Advertisement 








From where | sit 


by Joe Marsh 





Jeb Had the Folks 
in Stitches! 


At the Friday Night Social, Jeb 
Crowell had the whole audience in 
stitchcs—doing a take-off on the 
blustering cocksure character who be- 
littles everybody and everything that 
isn’t from his own home town. 


Well, we can laugh at that sort of 
character because from where I sit, 
Americans are just the opposite. We 
like to boast a bit perhaps, about the 
paint job on the new barn, or the 
missus’ style of cooking — but we aren’t 
intolerant of people who don’t think 
or act the same way we do. 


In our town, for instance: Some 
folks like band concerts, others don’t 
—some families serve beer with dinner; 
others, buttermilk. As for politics, 
there’s plenty of healthy disagreement. 


But when it comes to denying folks 
the right to think or act as they choose 
. no, we’re simply like you—we 
don’t believe in it, whether it goes for 
serving beer, or speaking one’s mind 
on public affairs. 


Gre Yorse 





Copyright, 1948, United States Brewers Foundation 
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First heart I ever heard with @ rhumba beat—guess I'd better 


call the BYRON THOMPSON MAN!” 


Wwe anything goes a little strange FE mergencies do not watch the clock 
in the hospital or laboratory, its —and we don't either. No matter 
a good idea to call the Byron Thomp- what time of day or night areal emer- 


gency occurs, do not hesitate to eall 
us for help. Our experienced men are 
on eall at all times. So, for almost 
any requirement of hospital, labora- 


son Man! This organization is ready, 
willing and able to help you with new 
equipment, to repair old equipment 


and to solve your inventory problem tory or professional oflice—call the 
by having nearly 5,000 items in stock. Byron Thompson Man! 
CREE HAR SDH OTE HHO SHE O HEE OD a oe 


4 
’ FREE eee Would you like to have the ortqinal of one of the 1 
i cartoons in this series, mounted ready for framing, to hang 4 
« in your home or office? Send us an idea for another cartoon 4 
: Best idea, in our gudgqment, will get the original All ideas 4 


submitted become our property Let's hear from you ' 
eoeenenewewoocnweceweae ee eee @ © @ @ @ wo @ a 
yl N ce oO R P pi R A T E o D 
ESSENTIALS 





FOR 


DISTRIBUTORS OF HOSPITAL, PHYSICIANS AND [Rewan 
LABORATORY SUPPLIES AND EQUIPMENT  (digaiee 


JACKSONVILLE - MIAMI - ORIFANDO 
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MEDICAL DISTRICT MEETINGS 

The chairman of the Council, Dr. Herman 
Watson, has just announced that the dates of the 
four Medical District meetings have been offi- 
cially set by the Council as follows: 

Live Oak, Monday, Oct. 18, 1948 

Daytona Beach, Tuesday, Oct. 19, 1948 

Bradenton - Sarasota, Wednesday, Oct. 20, 
1948 

West Palm Beach, Friday, Oct. 22, 1948 





JOHN PITT TOMLINSON, SR. 


Dr. J. Pitt Tomlinson of Lake Wales died in 
the family home on Sept. 7, 1947 at the age of 
73 after almost fifty years of medical service in 
the state of Florida. 

Dr. Tomlinson was graduated from the South- 
ern Medical College in Atlanta in 1898 and began 
the practice of medicine during that year in 
Lake Butler. He practiced in Starke from 1914 
until 1920. He then established a practice in 
Lake Wales when that city was in its infancy 
and had continued to practice there for twenty- 
seven years. 

Locally, this pioneer physician took an active 
part in civic and organizational work. He was a 
Mason and a Shriner and was a charter member 
of the Lake Wales Kiwanis Club. Always in- 
terested in politics, for many years he served as 
Democratic committeeman for his district. He 
was a member of the Baptist Church in Lake 
Wales. 

Dr. Tomlinson was a member of the Polk 
County Medical Society, a life member of the 
Florida Medical Association and a member of the 
American Medical Association. 

In addition to his widow, Dr. Toimlinon is 
survived by two sons, Dr. J. Pitt Tomlinson, Jr., 
who was associated with his father in the practice 
of medicine in Lake Wales, and Laurie W. Tom- 
linson of Jacksonville; one brother, Lloyd Tom- 
linson of Baxley, Ga.; two sisters, Mrs. J. B. 
Fender and Mrs. H. C. Johnson of Valdosta, Ga., 
and five grandchildren. 
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Yes, there’s a lot of good sound 
nourishment, as well as enjoy- 
ment, in Sealtest Ice Cream. In 
addition to Vitamin A and calcium 
it is rich in |the other minerals, 
vitamins and protein of fresh 
cream and milk needed by every- 
body. Besides, it contains 10 im- 
portant Amino Acids. 


¢ then Dain 
called 


ICE CREAM 


THE MEASURE OF QUALITY 
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A Distinctive Southern Sanitarium Fully Equipped for Complete 
Diagnosis and Treatment of Nervous and Mental Disorders ... 
in an Atmosphere of Congenial Friendliness and Quiet Charm. 


Edgewood offers all approved therapeutic aids; complete 
bath departments; supervised individual physical rehabili- 
tation programs. Living accommodations are private and 
comfortable. Recreational facilities excellent. Full time 
psychiatrists, adequate nurses and psychiatric aides assure 
individual care and treatment. More detailed information 


on request. 


Psychiatrist-In-Chief Orin R. Yost, M.D. 


EDGEWOOD 


ORANGEBURG SOUTH CAROLINA 











